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I.—Review of Literature 


In 1912, C. and H. Fromaget described a peculiar case under the 
term of latent nystagmus. Their patient was a man, aged 21 
years, in whom nystagmus could be elicited on covering up either 
of the eyes; with both eyes open there was no nystagmus. The 
nystagmus appeared instantaneously as soon as an eye was 
covered and disappeared just as instantaneously with the uncover- 
ing of the eye. The patient was the subject of right convergent 
concomitant squint, with poor vision in the squinting eye. Vision 
with both eyes open at the same time was full (1°0); each eye 
tested separately gave a remarkably lower visual-acuity, being <0'1 
for the squinting right eye and only 0°4 for the left; this reduction 
in visual acuity was, of course, associated with nystagmus owing 
to the exclusion of one of the eyes during the test. The nystagmus 
elicited by covering the right eye differed from that excited by 
covering the left; when the squinting right eye was covered, the 
uncovered left showed rapid nystagmus, oscillatory in type and 
horizontal in direction, the movements being at the rate of 72—80 
per minute; on covering the left eye, the nystagmus in the right 
was markedly slower, being only 20—24 per minute; in type it was 
horizontal and rather irregular. When nystagmus was elicited 
the covered eye could be seen also to be nystagmic behind its 
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screen, the movements being of the same type and rapidity as 
those of the uncovered eye; with monocular vision there was, 
therefore, bilateral nystagmus, of the type given by the uncovered 
eye. Nystagmus, though not normally present with both eyes 
open, could be excited in this state if the patient were made to read 
for more than a few minutes; it could also be excited when, 
with both eyes open, extreme positions were taken up, more 
especially on looking down and to the left, when the nose acted as 
a screen separating the two eyes. Whenever nystagmus was 
excited the patient had the sensation of things swimming about. 
Apart from squint there was also evidence of imbalance of the 
internal musculature of the eyes, as shown by the fact that the 
pupils had a tendency to hippus. Further investigation of the 
eyes yielded negative or insignificant results. The refractive error 
was low, about +1°0 D. astigmatism; the fundi were normal; the 
field of vision of the left (tested when not nystagmic, i.e., with 
both eyes open) appeared to be full, and the colour vision good. 
Apart from exciting nystagmus by putting up an opaque screen in 
front of one eye, nystagmus could also be obtained if a + 80 D. 
sph. were used for that purpose ; the nystagmus thus produced was 
similar in all details to that already described, and associated with 
it was the decline in monocular visual acuity already noted. 
Nystagmus could similarly be excited by a pencil held up between 
the eyes and reading matter, as soon as the eyes reached that part 
of the print where the presence of the pencil destroyed binocular 
vision. The authors named the condition latent nystagmus, on 
the analogy of latent squint; just as the desire for fusion keeps a 
squint latent, so fixation by both eyes, or at any rate excitation of 
both retinae, keeps the nystagmus latent. 

A year later, H. Fromaget followed up this case by publishing 
the details of three more. In one of these there was a concomitant 
strabismus; in another congenital paralysis of the external rectus, 
giving a non-comitant squint; in the third there was no squint, 
but there was corneal scarring due to ophthalmia neonatorum. 
These three cases showed some departures from the conditions 
observed in the first case. Thus, in two, no nystagmus could be 
elicited when the patient was made to read. In one case the 
nystagmus was of the same type whichever eye was covered, 
though the two eyes had unequal visual acuity. None of the three 
cases showed any tendency to imbalance of the internal 
musculature of the eye. 

To these four cases the authors added another six in a further 
paper published in 1916, some of these having most interesting 
features. Thus, in the first case the right eye was blind and 


divergent from an old perforating wound which had caused a 
traumatic cataract necessitating removal of the lens; the left eve 
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had full vision (with correction). With both eyes open, there 
was no nystagmus; there was likewise no nystagmus on covering 
the blind right eye; but on occluding the good eye, the blind eye 
showed rapid nystagmus (160 per minute). Another case (the 
third of this group) was very similar. Here the right eye was blind 
and divergent from a perforating wound which had led to a trau- 
matic cataract. Vision in the good eye was full, as in the above 
case, and as in that case there was no nystagmus on covering the 
blind eye, but there was nystagmus when the good eye was 
covered. This nystagmus, however, was very much slower than 
in the above case, there being only 60 movements per minute as 
against 160. In another case nystagmus was present when both 
eyes were open, but this case was included in the series because the 
nystagmus became much more marked when one eye was covered. 
A most interesting case was the last, in which the latent nystagmus 
became manifest and permanent owing to the loss of one eye. This 
is the case of a man whose right eye had to be enucleated on 
account of a war injury. Vision was then found to be defective in 
the remaining eye, which showed a slow, irregular, feeble 
nystagmus (40—40 per minute), constantly present. 

These ten cases reported by the Fromagets, therefore, 
cover a considerable range of manifestations. Thus, under the term 
latent nystagmus they have included cases in which originally 
there is no nystagmus at all when both eyes are open even if the 
eyes are in the extreme positions (e.g., Cases 1 and 2, 1913); cases 
in which nystagmus is present when both eyes are open, if the eyes 
are either converging or are in extreme positions (Case 1, 1912); 
and cases in which nystagmus is present normally with both eyes 
open (Case 5, 1916). The one feature these cases have in common 
is that exclusion of an eye either converts a latent nystagmus into 
one which is manifest, or makes a manifest nystagmus more 
marked. It must, however, be noted that whilst the exclusion of 
one eye in all these cases leads to interesting results, such results 
are by no means uniform in their detailed appearances. 

Whilst the credit for establishing latent nystagmus as a clinical 
entity undoubtedly belongs to the Fromagets, earlier observers 
were acquainted with the condition. Thus, Faucon recorded a case 
as early as 1872; this case is described in great detail and shows 
some interesting features; in this case nystagmus was usually, 

.though not always, present with both eyes open, especially if the 
patient looked into the distance, but when made to converge and 
fix an object (in between the range of 1°60 m. to 0°25 m.) 
no nystagmus could be obtained, thus being exactly contrary to 
Fromaget’s first case in whom no nystagmus was present for 
distance, but nystagmus readily revealed itself when reading was 
attempted. If during a phase, when with both eyes open there 
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was no nystagmus, one of the eyes were covered, nystagmus in the 
uncovered eye appeared at once, more marked in the position of 
abduction than in adduction. Faucon also noted that the 
nystagmus consisted of two phases, the rapid phase always being 
towards the side of the uncovered eye. Well over a dozen cases 
of this type of nystagmus are to be found recorded in the literature 
before 1912, but they were reported as curiosities and not as a 
clinical entity. In this country, Ernest Clarke demonstrated a 
case in 1895 before the Ophthalmological Society of the United 
Kingdom. Clarke’s contribution is of considerable importance, for 


_ he gave a remarkably detailed study of his case. Thus he showed 


that the nystagmus could be excited not only byanopaquescreenin 
front of one eye, but also by putting up a prism base up or down, 
and likewise by coloured or smoked glass. He further showed that 
a light thrown on to one of the eyes also produced nystagmus. 
At the same meeting Grimsdale brought forward four cases in 
which ‘* the nystagmus was of the same kind but less marked,’’ 
and he also showed that the use of prisms gives results which vary 
from case to case. In the recognition of the clinical picture 
presented by latent nystagmus, Grimsdale and perhaps Alfred 
Graefe before him, must be given priority to Fromaget, though 
this does not deprive the Fromagets of the credit for establishing the 
condition as a clinical entity. Other English observers are 
Brewerton, who in 1903 demonstrated a carefully investigated case ; 
J. F. Cunningham, who showed a case in 1914; Ernest Thomson, 
who reported one in 1916 and Beatson Hird in 1928. 
Cunningham's case is of considerable interest. His patient had 6/6 
vision with both eyes open simultaneously, but only 6/60 in the 
right and 6/36 in the left with each eye tested separately. “There 
was no manifest squint, but if with both eyes open the patient were 
made to fix with the left, the right eye moved outwards and up. 
Following on the first two papers by Fromaget, Dorff published 
two cases, one of which was examined with great care. In this case 
colour vision and light sense were good. With both eyes open 
there was no nystagmus; nor was there nystagmus on conver- 
gence; but nystagmus appeared on movement to right or to the left 
as soon as the eyes were in a sufficiently extreme position for the 
nose to act as a screen between them destroying the binocular field ; 
if, furthermore, the hand were put up as a sort of forward prolonga- 
tion of the nose, nystagmus in the lateral position was excited much 
sooner. As in Fromaget’s first case nystagmus could also be 
excited by putting up a high plus lens in front of one eye; but 
high plus lenses in front of both had no effect. Diplopia could not 
be excited by the use of prisms, though there was binocular vision, 
for the patient (who had been the subject of convergent squint) 
could recognize coloured objects with the non-fixing eye. Yet in 
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spite of the absence of stereoscopic vision a strong prism base 
down could excite nystagmus, just as readily as could a screen, a 
strong plus lens or a blinding light. The central nervous system 
and the labyrinths were found to be normal. 

In 1916, Wehrli, in reporting six cases drew attention to an 
important feature of this type of nystagmus, namely that it is 
always of the spring-nystagmus type, the rapid phase always being 
towards the side of the uncovered eye. Both Faucon (1872) and 
Dorff (1914) had noticed this without paying it any closer attention. 
In one of Wehrli’s cases the nystagmus was more marked in the 
dark—as it also was in the first case reported by Dorff. 

To these data on latent nystagmus were added a year later some 
valuable observations by van der Hoeve. He confirmed the descrip- 
tion of spring nystagmus that Wehrli had given. van der Hoeve 
further showed that the nystagmus itself was the cause of the 
reduction in vision when one eye was covered, for vision could be 
restored in full if the globe were kept steady by pressure through 
the finger or by means of forceps. In one of his cases a 20° prism 
placed horizontally in front of one of the eyes, base in or out 
produced no nystagmus, but nystagmus was excited at once if the 
prism were placed base down or up. If the prism were rotated, 
nystagmus appeared when the base was midway between the 
horizontal and vertical meridian. A prism of 60° in the horizontal 
position was tolerated; beyond that nystagmus was produced. If 
smoked glass (London smoke) was put in front of one eye, no 
nystagmus was excited, until a glass sufficiently dark was used 
(glass D) to prevent the eye from seeing clearly; with such glass 
nystagmus appeared as soon as it was put up in front of one or 
both eyes. A screen put up between the two eyes produced 
nystagmus as soon as binocular fixation for the same object was 
abolished; nystagmus appeared even if the two eyes were shown 
separately, similar test types. Spherical or cylindrical lenses were 
tolerated only up to a point; thus a plus 5 in front of one eye 
produced nystagmus, but a plus 3 did not. Finally, van der Hoeve 
showed, as Berg had done before him, that if labyrinthine 
nystagmus were excited (by either the rotation or caloric tests), it 
took the usual form when the patient kept both eyes open; but if 
one were closed, the latent nystagmus excited, markedly affected 
the labyrinthine nystagmus, increasing or neutralizing it, depend- 
ing upon the direction of the latent nystagmus being with or 
against the labyrinthine. The result of both types of nystagmus 
being excited at the same time ‘‘ amounts to the algebraic sum.” 
Of van der Hoeve’s six cases three had squint; choroido-retinitis 
was present in four ; only one case had normal eyes. The ears were 
normal in three cases; in two there was middle-ear deafness, and 
one had deafness of the internal ear type. 


6 THE BRITISH JOURNAL OF OPHTHALMOLOGY 


In 1920, Lafon published ten cases; a most interesting feature 
in two of his cases was the fact that the eyes were normal and 
possessed good stereoscopic vision. In three of his cases though 
the nystagmus was much more marked on covering one eye, it 
was also present when both eyes were open. 

Observations of considerable interest were also made by 
Kestenbaum (1920—1921). He confirmed the findings of Dorff 
that a high plus lens in front of one eye produced nystagmus in 
the uncovered eye; but that such lenses in front of both eyes had 
no effect. He showed further that the nystagmus excited by 
putting up a + 20°0 D. lens could be checked if the eye thuscovered 
were made to fix reading matter at a distance of about 5 cm. (i.e., 
the focal length of the lens). In another experiment both eyes had 
+ 20°0 lenses put up in front of them; no nystagmus appeared, but 
nystagmus appeared at once as soon as reading matter was 
brought up at a distance of about 5 cm. in front of one eye only ; 
if each eye separately were provided with reading matter nystagmus 
‘* ceased altogether or at any rate diminished.’”’ To Kestenbaum, 
perception by the macula is the all-important factor and he illus- 
trated it by the following observation: a needle is carried from 
right to left in front of a patient with latent nystagmus, who 
has been provided with + 20°0 lenses. There is no nystagmus as 
long as the needle is not in the central field of the eye; nystagmus 
is, however, excited as soon as the image of the needle falls on the 
macula; when it falls on the left macula there is nystagmus with 
the rapid phase to the left; nystagmus is in the reverse direction 
when the image of the needle is perceived by the right macula. 
Kestenbaum, however, admits that a clear macular perception is 
not always the essential factor in such phenomena for in one of his 
cases, one eye had a cataract, making detailed vision impossible, 
and yet in this case the exclusion of the eye with the opaque lens 
produced nystagmus. 

To this mass of data Roelofs added some highly painstaking 
observations (1928). As a result of exhaustive experimentation 
on one of his patients (who had a mild latent nystagmus) he agrees 
with Kestenbaum as to the great significance of macular perception 
in these cases, but does not hold that condition essential. He 
believes that whilst nystagmus is brought out when contours 
are presented to one eye only, it is not essential that these contours 
should be perceived by the macula, though an image confined to 
one of the maculae is more effective in producing nystagmus than 
if the image were on the periphery of one of the fields. Once 
nystagmus is excited, illumination of the fellow eye will not 
suppress it (except in special circumstances) but the presenta- 
tion of contours to that eye, provided they fall near the macula, 
will do so. Roelofs also found that his three patients localized 
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objects faultily, and his result of experiments with optokinetic 
(so called optic) nystagmus are rather conflicting. In one case 
(the mildest) the optokinetic nystagmus was “‘ fairly normal ”’ ; 
the rapid phase was rather slow. In the second case, the rapid 
phase was absent altogether, and in the third (and most severe 
case) the rapid phase was inverted, i.e., it was in the direction of 
the moving objects instead of being away from them. Apart from 
these observations, Roelofs also found that in two of his cases the 
light sense was normal ; the third one had night blindness ; the posi- 
tion of the head apparently had no effect on the nystagmus in his 
cases. Hering’s test applied to two cases gave a normal perception 
of depth. 


II.—Case Reports 


Latent nystagmus is by no means a rarity, though it is not 
common. Some of the cases in which for no apparent reason 
vision is poor after correcting lenses have been put up in front of 
each eye separately, are probably cases of this affection. The 
present writer has seen seven cases during the past three years, 
and of these five have been studied on several occasions, and these 
five form the basis for the following observations. 


I. Boy aged 10 years. ; 

A boy first brought up to the Central London Ophthalmic Hospital at 2 years and 
10 months of age for left convergent squint. A diagnosis of probable weakness of 
left external rectus possibly since birth, was made. Neither on this occasion nor on 
a subsequent one, two years later, is there any reference to nystagmus, this condition 
being first noted on a, third visit at the age of 7 years, when nystagmus, was observed 
on covering one of the eyes, though there was no nystagmus with both eyes open 
simultaneously. The boy has since been seen on five occasions during a period of 
three years. Vision with both eyes open is 6/12—6/9; that of the right separately 
is 6/24, that of the left 6/60. At no time has he shown nystagmus with both eyes 
open; on three occasions nystagmus was readily produced in either eye by covering 
its fellow, but on the remaining two nystagmus in the squinting left eye could not be 
obtained at all or only produced after repeated attempts, and then generally only 
when the eye was made to fix. In the extreme right or left positions there was no 
nystagmus. The nystagmus excited is a typical spring-nystagmus with the rapid 
phase towards the side of the uncovered eye. This inconstancy in the response of the 
squinting eye to covering of the right is supplemented by another feature, namely 
that whilst generally the better right eye shows the more marked and frequent 
nystagmus (when the squinting eye is covered) there are occasions when it is the 
squinting eye which is the more violently nystagmic. At no examination has the 
boy been aware of the sensation of objects floating about, nor of any other subjective 
sensation of nystagmus. His colour vision is good, but the attempt to determine 
his fields has not been successful. Putting up a screen between the two eyes and 
then attempting to map out his central field gave no definite result, for under such 
conditions the eyes remained non-nystagmic for only a limited and variable time. 
The impression has, however, been gathered that there are no central or paracentral 
defects in the fields. At no time could diplopia be produced. Experience with this 
patient has made it impossible to predict the result of any of the approved attempts 
to produce nystagmus. Apart from one certain feature, namely that nystagmus in 
the right (the better) eye can always be elicited when covering the left with a screen 
or a plus 20°0 D. lens, attempts to produce nystagmus by blinding one of the eyes with 
light, or by the use of prisms have always been most uncertain in their results, being 
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positive at one time and unsuccessful at another. The only constant features that 


_ repeated examinations have revealed is, therefore, that nystagmus can be excited 


in the better eye by effective exclusion of the worse from binocular vision, and that 
the nystagmus thus produced is spring-nystagmus with the rapid phase towards the 
side of the open eye. 


II. Girl aged 14 years. 


This patient has been under observation at the Royal Eye Hospital since the age of 
six days, when she was brought up for ophthalmia neonatorum with corneal 
involvement. A note written when the patient was 8 years of age states that violent 
nystagmoid movements are present on covering one eye (Dr. J. Keyms). When seen 
at the age of 12 years monocular vision (with correction) was 6/60 in each eye; with 
both eyes together vision was 6/24. The patient is highly myopic and has corneal 
nebulae. During the past two years this patient has been seen eight times. Nystagmus 
is always elicited on covering up one of the eyes: it is always of the spring type with 
the rapid phase towards the side of the open eye. High convex lenses do not, how- 
ever, always give nystagmus and prisms have generally failed. There is no squint, 
but no diplopia can be produced by the use of prisms, though diplopia is excited by 
coloured glass. Although nystagmus has always been readily excited by complete 
exclusion of one eye, yet there has been no constancy in the minor details of the 
nystagmus; generally it is the right eye which is the more nystagmic, but the left 
not infrequently showed .the more marked nystagmus. At one visit in particular, 
when the patient was being exhaustively investigated, this discrepancy was strikingly 


‘illustrated; for within the space of two hours nystagmus was more marked first in 


the one, then in the other eye. It must be added that on all occasions there was a 
marked difference in the type of nystagmus excited by covering the two eyes altern- 
ately and this marked difference was constant; what was variable was the eye which 
resulted in the more marked nystagmus. This case though variable as regards some 
of the subsidiary features of the nystagmus, was constant otherwise, nystagmus never 
having been observed when both eyes were open, and nystagmus never failing to 
appear when one was fully covered. 

Colour vision is good and there appears to be no central scotoma. The patient is 
never conscious of the subjective sensations of nystagmus. 


III. Boy aged 14 years. 


Like the last patient, this boy has been under observation since birth, also having 
suffered from ophthalmia neonatorum. He has a marked left convergent squint. 
The first note as to nystagmus was made when the patient was 3 years of age 
(‘* Refraction very difficult; nystagmus and irregular astigmatism.””) Two years 
later, a note states that the left eye is nystagmic (Dr. J. Keyms); a note made when 
the patient was 10 years of age states that ‘* violent nystagmus is present on covering 
the right eye ’’ (J. Keyms). Seen a year ago at the age of 13 years, it was found that 
the right eye was the one that is nystagmic if the left is covered, and that the left 
showed tendency to nystagmus if the right is covered. Yet on_ repeating 
these observations the reverse was noted, the right eye being steady on 
covering the left, and nystagmus appearing in the ‘left when the right 
covered. To this contradictory behaviour was added the further 
inconstancy, that occasionally during these tests either eye would be 
nystagmic if its fellow were covered. A note states that ‘‘on facing the 
window the nystagmus is in the right; facing away from the window 
the nystagmus is in the left.”” However, when seen again a month later it 
was found that this observation did not hold true. The marked inconstancies and 
contradictions that the patient shows were also observed when he was examined 
again on four further occasions. In addition it was also noted that there were times 
when nystagmus was present with both eyes open. At no time could one be sure of 
the response to any particular test: on one occasion there were transient phases 
when no nystagmus could be elicited in either eye on covering its fellow. 

In this patient the squinting left eye was amblyopic, vision at no time being more 
than 6/24, and sometimes only 6/60. The right had 6/12 when not nystagmic. Colour 
vision was good, and no central scotoma could be elicited. No gross corneal scarring 
was present, and the fundi were normal. There were never any subjective sensations 
of nystagmus. 

The most striking feature in this case was the constantly changing features of the 
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nystagmus even at one and the same examination. Taking the different occasions 
together, he has exhibited every range from nystagmus with both eyes open, to no 
nystagmus on covering one eye; nystagmus on covering one eye was present, irre- 
spective whether right or left was covered, and nystagmus was present occasionally 
only if the right was covered, and at times ‘only if the left was the one covered. The 
one constant feature present was that with monocular vision the type was spring- 
nystagmus with the rapid phase towards the side of the open eye; nystagmus present 
with binocular vision was of the oscillatory type. 


IV. Man aged 21 years. 


This patient shows latent nystagmus, the movements being of a fine type. He was 
seen on three occasions during one year, on two of which slow spring-nystagmus 
could be readily excited by covering one of the eyes and was of the same character 
whichever eye was covered. On the third no nystagmus could be elicited. Vision on 
the first two occasions was 6/18 in each (after correction) and 6/6 partly with both 
eyes open simultaneously. On the third, vision in each eye separately was 6/12, 
both eyes together 6/6 partly. The patient was never conscious of any of the subjective 
symptoms of nystagmus. 

An interesting feature in this case was the presence of large colobomata bordering 
on the temporal side of each macula. Ophthalmoscopically it is difficult to say 
whether the maculae are involved or not, but the good visual acuity excludes that 
possibility. Apart from that and the myopic astigmatism with which the eyes are 
affected there is nothing else. Colour sense is good, stereoscopic vision is present; 
diplopia is readily excited by the use of prisms. Generally, the production of diplopia 
produces nystagmus, but this is not invariably the case. 


V. Woman aged 26 years. 


This case was only observed on two occasions within a month. There is a slight 
left convergent squint, and with both eyes open nystagmus of a distinct rotary type, 
both phases being equal. There is compound myopic astigmatism in both eyes, 
vision in the right being 6/12 (after correction) and <6/60 in the left. With both eyes 
together vision is not improved. On covering one eye, irrespective whether right or 
left, there is a marked increase in the frequency and excursion of the nystagmus, 
though the type (rotary) remains unchanged. Although the nystagmus is increased, 
vision does not suffer. No diplopia could be elicited in this patient; colour vision 
was good. There were no subjective sensations of nystagmus. When seen a fortnight 
later, the nystagmus with both eyes open was unchanged, and all attempts invoked to 
produce latent nystagmus failed. Thus on the two visits the patient presented on the 
first occasion the undoubted features of want nystagmus; and on the second an 

‘* ordinary ”’ case of nystagmus. 


III.—Discussion 


All the writers on the subject have assumed that latent nystagmus 
is a distinct entity with constant clinical features. A careful study 
of the cases reported in the literature leads one to doubt such a 
belief, for there appears to be very little that is common to all the 
cases. Thus under latent nystagmus, cases have been included 
which have nystagmus when both eyes are open, becoming 
enhanced when one is covered (Fromaget, van der Hoeve, Lafon, 
Roelofs), and cases in which nystagmus is only elicited when one 
eye is covered, there being no nystagmus when both eyes are open. 
In most of the reported cases an internal squint was present, but 
was not invariable, even divergent squint being reported 
(Brewerton, Roelofs) ; in most vision in one eye was much better 
than in the other, but again this is not an invariable rule (Clarke, 
Cunningham, Beatson Hird). The direction in which the 
nystagmus was most marked similarly varies considerably ; though 
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apparently there are no cases reported in which it was most marked 
in the position of adduction, there are some in which it was most 
marked in the central position (Kestenbaum, Roelofs) and in others 
it was most marked in the position of abduction (Faucon, Wehrli) 
In some cases covering the better eye elicits the more marked 
nystagmus (Fromaget); in others the reverse holds true 
(Fromaget, Dorff, van der Hoeve). The effect of conver- 
gence on the nystagmus when both eyes are open varies 
also; in some cases convergence excites it (Fromaget, 
Dorff); in others it checks the nystagmus previously present 
(Faucon, Lafon). The effect of nystagmus on vision is just as 
variable. In some cases monocular vision amounts to about 6/60 
in each eye separately, though binocular vision is 6/6 (Clarke, 
Cunningham, Beatson Hird); in others the difference between 
monocular and binocular visual acuity is almost negligible (van 
der Hoeve No. 1); and all sorts of intermediate variations occur. 
The stimulus sufficient to excite nystagmus varies considerably 
from case to case. Generally, occlusion of one of the eyes by means 
of a screen brings on nystagmus in the uncovered eye, but this is 
not always the case (Fromaget, personal observation). The use of 
substitutes for an opaque screen gives most uncertain results. 
High convex lenses in front of one eye seem to give fairly constant 
results (though the power of the lenses varies from case to case) but 
discordant results are obtained if such lenses are put in front of 
both eyes and test-types shown to the two eyes separately (van der 
Hoeve, Kestenbaum). The results with prisms are particularly 
discordant in such cases, hardly two cases reacting in the same way 
(Grimsdale, van der Hoeve). Again the ocular condition has 
varied from apparently normal eyes (Cunningham, van der Hoeve, 
Lafon) to those interesting cases of Fromaget and Dorff, where 
one eye was missing or completely blind as a result of war injury. 
It is worth noting that even in these cases the results as to the 
nystagmus were discordant ; in two of Fromaget’s cases, the blind- 
ing of one eye did not release nystagmus, in another it produced 
permanent nystagmus of the remaining eye, and in Dorff’s case 
of the loss of one eye the result was nystagmus of an intermittent 
periodicity. Subjectively when nystagmus is elicited it has been 
associated with the sensation of objects moving (Fromaget, Dorff) 
but probably in most cases this association is lacking (it is gener- 
ally not mentioned, and was absent in all the seven cases seen by 
the writer). Stereoscopic vision is usually precluded by the state » 
of the eyes, for squint is often present; but normal stereoscopic 
vision has been found present (Lafon, personal observation, No. 4). 
In such of the cases in which light sense has been tested, the 
results have also been discordant, most showing the normal condi- 
tion but some cases have night blindness (Dorff, Berg, Roelofs). 
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Negative findings are more constant ; colour vision has been found 
normal (Fromaget, Dorff, personal observation), and the laby- 
rinths have likewise been found normal in the cases investigated 
(Dorff, Berg, van der Hoeve, Lafon). The one constant feature of 
latent nystagmus, at any rate in the later cases, is the fact that 
once nystagmus is excited, it is always of the spring type, and 
the quick phase is towards the fixing eye. The earlier cases and 
some of the later give no description of the type of nystagmus, but 
where it has been observed and described this is the condition 
given (Faucon, Dorff, Wehrli, van der Hoeve, Hairi, Kestenbaum, 
Roelofs), the one exception to this being the ten cases of Lafon, 
according to whom oscillatory nystagmus is the type, and spring- 
nystagmus appears only when the eyes are moved towards the side 
of the fixing eye. Lafon’s observation has, however, not been 
confirmed. 

It would, therefore, appear that latent nystagmus is not the 
clear cut clinical entity that the detailed reports of cases suggest, 
for these case reports deal with that which is true for the particular 
case rather than with a class as a whole. Nor do the five cases 
reported in the present paper help to build up a clear cut clinical 
picture, for it is found that not only do the observations for one 
case fail to apply to another, but these findings do not hold for the 
same case at a subsequent occasion. This is true for almost every 
point investigated. It is not necessary to repeat the observations 
made as to the vagaries shown by these cases on repeated examina- 
tion ; it is enough to recall case No. 3, which illustrated almost every 
extreme that it is possible to meet in these cases. No nystagmus 
with both eyes open; nystagmus present under the same condition, 
nystagmus only when the better eye is covered, nystagmus only 
when the poorer eye is covered, and nystagmus as readily obtained 
if either is covered and no nystagmus if either eye is covered, all 
these extreme variations being seen in this one case. Practically all 
these conditions have indeed been noted in cases reported by other 
observers, and had this case been seen only once it could have been 
described as a case showing only one of the many conditions it 
does actually show. It must be admitted that not every case shows 
these extreme variations, but at the same time it must be stressed 
that repeated examination of these cases has revealed inconstancies 
in them all. The literature on the subject makes it sufficiently 
plain that the response to any given stimulus is most varied with 
different cases, but indications are also not lacking to support the 
contention advanced here that the same cases behave inconstantly 
at a repeated examination. These inconstancies are well brought 
out by the sixth case in van der Hoeve’s series and by the case 
reported by Dorff in 1919. van der Hoeve’s case concerns a man, 
who when first seen had nystagmus with both eyes open. 
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Monocular vision was poor: 6/24—6/18; binocular vision was not 
much better: 6/18. Five months later when examined for latent 
nystagmus, an increase in nystagmus could not be elicited on 
covering one eye. Seen again after an interval of nearly a year, 
there was no nystagmus with both eyes open, but definite 
nystagmus of the spring-type with each eye separately ; binocular 
visual acuity was as before 6/18, but vision with each separately 
was only 6/60. Here is a case of manifest nystagmus becoming 
converted into the latent type. Dorff’s case concerns a man who 
lost an eye through a war injury. Vision in the remaining eye 
was practically full, but occasionally it would become nystagmic, 
things would appear to swim about, vision would drop quite 
suddenly to about 6/18. This occurred frequently and incapaci- 
tated the man from going back to his previous occupation 
(weaving). Dorff had to examine this man repeatedly to establish 
the presence of this periodic latent nystagmus. 

That the mass of discordant details collected about latent 
nystagmus should have received most widely differing explana- 
tions is not surprising. Many of the theories advanced mutually 
cancel each other, for the obvious reason that they regard as an 
essential factor a feature only present in the particular case or 
group of cases, being absent in another group and this absent 
feature giving rise to a contrary theory. It will serve no useful 
purpose to discuss these theories at length, or to submit to a 
critical analysis the very voluminous literature on the subject, but 
the different tendencies may briefly be indicated : 


I. Theories which assume a local origin (eyeball). 


Faucon (1872) and later Wehrli held the condition to be due to 
insufficiency of the external recti. This theory gains support by 
the presence of internal squint in many cases. But insufficiency 
of the external recti is absent in many cases, and manifest or latent 
divergence is present in others (Brewerton, Roelofs, Cunningham). 
Besides it is difficult to fit in more than a few of the features 
ascribed to latent nystagmus under the nystagmus shown by a 
paretic external rectus. 

Lafon adopts the contrary view. To him latent nystagmus is a 
really permanent nystagmus which is kept in check when the two 
eyes are open, as a result of the mechanism of convergence. When 
one of the eyes is closed convergence is abolished and nystagmus 
becomes manifest. ‘‘Latent nystagmus is a congenital nystagmus 
which becomes manifest as soon as an obstacle is present to 
convergence.’’ But latent nystagmus has been observed 
repeatedly in conditions of convergence. 

Kestenbaum has elaborated an ingenious hypothesis which 
assumes that normally each macula sends out two reflexes for 
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lateral movements, one to the muscles,moving the eye outwards, 
the other inwards. These impulses neutralize each other and hold 
the globe steady. In latent nystagmus the homonymous reflexes 
are defective; when both eyes are open the four reflexes neutralize 
each other, but when one eye is covered the stronger in-turning 
reflex overbalances the weaker out-turning reflex, and hence 
nystagmus is produced, with the primary (slow) phase inwards. 
Kestenbaum’s hypothesis has the merit that he has been able to 
elaborate it to include most forms of nystagmus under a simple 
classification. Kestenbaum holds that images on the maculae are 
necessary to liberate these reflexes; Roelofs has advanced proof 
that it is not always the case, and furthermore Kestenbaum himself 
has reported a case in which perception of images by the macula 
was out of question for his patient had an opaque lens in one i 
and yet latent nystagmus could be excited. 


II. Theories which assume labyrinthine inflences. 


The characteristic of a slow and rapid phase which this type of 
nystagmus has, is the strongest support for the view that it is 
somehow connected with the labyrinth, disturbances of which 
typically show this form of nystagmus. It must, however, be 
noted that in cases in which the labyrinth has been examined the 
findings have been negative. Berg advances arguments in support 
of his view that in latent nystagmus the tone of theexternal rectusis 
diminished by diminution of impulses from the labyrinth. Ohm on 
the other hand sees in latent nystagmus a disturbance of co-ordina- 
tion by cutting out impulses which normally would reach the 
labyrinth from the covered eye. 


III. Theories which assume a supra-nuclear centre. 


The established fact that it is possible to excite movements of 
the eyes by impulses from most diverse sources such as the 
vestibular apparatus, cerebellum, corpus striatum and cerebral 
cortex, has led to the assumption of supra-nuclear centres which 
distribute these impulses to the nuclei of the cranial nerves 
innervating the muscles of the eye. Disturbances of the hypo- 
thetical action of these hypothetical centres have been called in to 
_ explain not only latent nystagmus, but nystagmus in general. 

Hairi holds that covering one eye weakens its corresponding 
supra-nuclear centre on the other side of the brain, giving the 
opposing centre the upper hand and this excites nystagmus with 
the primary (slow) phase towards the covered eye. The rapid 
phase is then brought about by the action of the cortex. Hairi’s 
hypothesis ignores the established anatomical fact that each eye 
is represented on both sides of the brain, owing to crossing of the 
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nerve fibres at the chiasma, Dorff, accepting Coppez’s theory of 
nystagmus as to the existence of both tonic and clonic subcortical 
centres, sees in latent nystagmus a justification for that theory ; 
rather similar is the view of Fromaget who holds that the tonic 
centres must receive impulses from both eyes, otherwise the clonic 
centres assert themselves. van der Hoeve speaks of a labile 
equilibrium of co-ordination. He holds that the impulses from 
one eye act dominantly in driving the eye in the opposite direction, 
the impulses for driving the eye in the same direction as the eye 
itself being the feebler ; if co-ordination is good, such movements 
can be suppressed during monocular vision ; with poor co-ordina- 
tion nystagmus appears. Roelofs accepts the greater part of van 
der Hoeve’s view, but holds that the primary cause is to be sought 
in a disturbance in the mechanism of fixation of the globe in the 
orbit, and this in turn is dependent on musculo-sensory impulses 
and stimuli of light. 

It will be seen that the theories advanced as to the nature of 
latent nystagmus lack illumination as much as the reported cases 
Jack a co-ordinated clinical picture, and the explanation in both 
cases is probably the same, namely that latent nystagmus is not a 
separate entity and that, therefore, no special theory can explain 
it. Latent nystagmus with its varying clinical pictures is perhaps 
best regarded as so many different stages of incomplete nystagmus. 
At the one extreme is to be found the usual type of severe 
nystagmus commonly seen, a condition in which nystagmus is 
always present with both eyes open and in which there is usually 
some gross malformation of the eye. At the other extreme is the 
type of case discussed in this paper, i.e., cases in which 
the nystagmus is only artificially excited, such as by attempts at 
convergence; some other form of exertion; or by the occlusion of 
one of the eyes; sometimes this occlusion has to be complete, 
nothing short of the use of an opaque screen wil] be effective; at 
other times putting up a prism or a smoked glass will do. There 
are far too many intermediate cases between these extremes to 
warrant the extremes being separated into clinical entities. 
Furthermore, the inconstant behaviour of these intermediate cases 
breaks down any artificial barrier which is erected, for on different 
occasions the same case will-have to be put in a different group. 
It is also worth bearing in mind that the conditions which have 
been found associated with the reported cases are just the very 
conditions which have long been known to be associated with the 
ordinary type of ocular nystagmus. Squints, convergent and 
divergent, night-blindness, corneal opacities from ophthalmia 
neonatorum, fundus lesions, are all ocular defects prone to give 
nystagmus. 


The one fairly constant feature that seems to be present in latent. 
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nystagmus is the fact that when nystagmus is elicited it is of the 
spring-type. It can be argued that this fact in itself is enough to 
establish latent nystagmus as a separate entity distinct from the 
ordinary type which is oscillatory. It must, however, be pointed 
out that whilst in some cases the existence of slow and rapid 
phases in the nystagmus is distinct and obvious, in others it is 
only with difficulty that the nystagmus can be recognized as. 
having two phases. Even here intermediate groups seem to exist. 
Finally, it will be interesting to consider whether those cases which 
normally show nystagmus with both eyes open and in whom the 
nystagmus becomes more marked on covering one eye, have 
oscillatory or spring-nystagmus. The reports on such cases say 
but little on this aspect of the problem but obviously such cases 
cannot have the typical spring-nystagmus in both eyes with both 
eyes open, for then the nystagmus in the two eyes would be in 
opposite directions. It would therefore seem that when spring- 
nystagmus is excited in one eye on covering the other it must of 
necessity be a modified form of the nystagmus present with 
both eyes open. Spring-nystagmus in one eye cannot therefore 
be remotely separated from oscillatory nystagmus in both eyes. 
That they are indeed closely allied is illustrated by Faucon’s case, 
three cases of van der Hoeve and by three of the present series. 
In all these spring-nystagmus is present when one eye is covered, 
but oscillatory nystagmus when both eyes are open. Spring- 
nystagmus in one eye, therefore, does not argue for a separate 
entity, but for the fact that it is a characteristic of nystagmus in 
one eye; and even so it is not a characteristic invariably present. 
That no hard and fast line can be drawn between spring- 
nystagmus and oscillatory nystagmus is well illustrated by a case 
carefully studied by Ohm (Klin. Monatsbl. f. Augenheilk., Vol. 
LIV, p. 505) whose patient showed typical spring-nystagmus 
(binocular) which gradually in the course of a few months passed 
into oscillatory nystagmus. van der Hoeve’s case (No. 6) of 
oscillatory nystagmus passing into latent nystagmus (and showing 
the spring-type) is another illustration showing the reverse process 
In operation. 

The striking absence of any clear cut feature in latent nystagmus 
and the innumerable intermediate and inconstant stages between 
well-marked latent nystagmus and the fully developed binocular 
nystagmus commonly seen, warrants the conclusion that the so- 
called latent nystagmus is not to be regarded as something distinct, 
but as an incomplete form of nystagmus, bordering in some cases 
on the normal and in others on fully established binocular 
nystagmus. The understanding of these interesting intermediate 
forms must await our solution of the larger problem. 


I have to acknowledge my indebtedness to Mr. T. W. Letchworth 
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and to Mr. A. H. Levy for their permission to investigate the cases 
under their care, and for their helpful criticism. 


Summary 


1. The literature on latent nystagmus is reviewed. Latent 
nystagmus is a condition in which nystagmus not normally 
present when both eyes are open, becomes manifest on 
the occlusion of one eye, or through the action of other stimuli. 

2. ‘Cases are reported to show the extreme inconstancy of the 
detailed features of this type of nystagmus. 

3. The conception of latent nystagmus as a distinct clinical 
entity is questioned. 
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ON THE PIGMENTATION OF THE CONJUNCTIVA IN 
NORMAL INDIVIDUALS AND IN CASES OF 
KERATOMALACIA IN ADULTS 


PRoF. DR. ELENA PUSCARIU AND DR. JULIUS NITZULESCU 


FROM THE OPHTHALMOLOGICAL CLINICS AT JASSY, ROUMANIA ; 
DIRECTOR, PROFESSOR ELENA PUSCARIU 


In his interesting studies concerning xerophthalmia and kerato- 
malacia in China, A. Pillat * ' has called attention to a particular 
conjunctival pigmentation. He finds this to be one of the most 
striking symptoms of xerosis, being found with a taquener of 
about 70 —80 per cent. of the cases. © 

In what concerns the origin of that pigmentation, some authors 
(Kirkpatrick, Wright) think it to be due to a disturbance in the 
functions of the liver, and see in it a connection with the icteric 
state of the conjunctiva, signs of cirrhosis, etc., frequently found 
in such patients. 

Opposed to that opinion, Mori and Pillat think that such 
pigment is melanin accumulated through a mechanism still 
unknown, as a result of the processes of degeneration going on in 
a xerophthalmic conjunctiva. In his observations Pillat could not 
find any notable increase of bilirubinaemia or any liver 
insufficiency, as verified by the levulose test. 

We have been interested in this fact because in our limited 
observations, which we could follow in the Ophthalmological 
Clinic of Jassy, we had never noticed such particular pigmentation. 
Pillat mentions not having found this symptom recorded, 
excepting in such Oriental races as Indians and Chinese. 

From the literature that we have analysed, only the observations 
made in Poland by Narog ™ were found to mention it. In one 


| 
| 


KERATOMALACIA IN ADULTS 19 


case of severe keratomalacia, he describes, in connection with an 
intense conjunctival pigmentation, the presence of a considerable 
amount of squamous pigmented detritus, covering the xerotic 
lesions and the conjunctival sacs.., 

Quite recently, however, we had the opportunity of finding acase 
of conjunctival xerosis in which the pigmentation was noticeable. 
The clinical history is briefly as follows :— 

P. V., aged 68 years, a farrier, attended the clinic for a marked 
diminution of vision and a senile ectropion. Diplobacillary 
secretion adhered especially to the internal corners of the eyes. 
The inferior right lid was everted, the left lid showed also some 
tendency to ectropion. The everted conjunctiva was thickened 
and had a papillary, vegetant appearance. On the external part 
near the corneal limbus was found a small xerotic lesion, covered 
with the characieristic foamy deposit. Very near to it was a larger 
white dim nodosity. Around both, one saw a very heavy, blackish- 
brown pigmentation which appeared in marked contrast with the 
white of the neighbouring lesion. The ocular conjunctiva 
corresponding io the palpebral aperture, was also yellowish- 
brown. On slit-lamp examination, the pigment appeared as a 
diffuse yellowish uniform infiltration, on which were spread 
irregular darker spots. The inferior part of the globe was also 
slightly pigmented. The corneal limbus was pigmented especially 
in the superior and inferior portions, less in the internal 
and external ones. The pigmentation appeared as a blackish strip 
composed of little spots like a mosaic-work, separated by lines 
which were more clear. It had a very clean-cut edge towards the 
limbus and faded gradually on the external side. The plica semi- 
lunaris was intensely pigmented on both sides. The everted 
tarsal conjunctiva showed a characteristic pigmentation appearing 
striped like the coat of a zebra. The conjunctival sacs were free 
from pigment. We did not find the cholesterol crystals described 
by Narog. Both lenses showed early sclerosis, so we could not 
examine the fundi. Vision of the right eye was 1/6, and of the 
left 1/8. The patient complained of a still more marked 
diminution of vision in dim light. Examination with the Birch- 
Hirschfeld adaptometer revealed a difference of 15 points between 
the patient and a normal eye. He felt weak, and had indefinite 
pains in the limbs. There is nothing else to mention except a 
slight degree of chronic bronchitis. Arterial tension 175-/70. 
Bordet-Wassermann reaction, negative. Blood Ca. 0°120 mgr. 
per litre. Cholesterol, 1°66 per litre. Urea, 0°45 per litre. Blood 
bilirubin (H. v. den Berg) 1/2 unit. Urine normal. The patient was 
a gipsy. The whole integument was intensely pigmented. ‘Many 
white cicatricial spots were distributed irregularly over the whole 
body, seemingly due to pediculosis. It was very difficult to get 
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clear information about his diet. He did not have milk as a rule, 
or eggs and butter. His usual diet consisted of corn, potatoes, 
soups and less frequently, green vegetables. 

The fact which we have found interesting is that our patient 
belongs to a race which is naturally pigmented, the gipsies. This 
explains, we think, why his xerosis showed pigmentary changes. 

The variations of the physiological normal pigmentation of the 
conjunctiva among different races is well known. Richly 
distributed in the negroes (Giacomini), Malay, Javanese (Steiner”), 
Algerians (Brauit®), Japanese (KKozuo), pigment is seen also in a 
reduced amount in the white races. Redslob found it in one-third 
of the examined cases, scantily distributed in the basal layer of 
the ocular conjunctiva. With the slit-lamp, pigment is found in 
a greater proportion of cases. 

Since our attention was called to that fact, we have sought 
systematically for. the existence of conjunctival pigmentation, 
and have found that gipsies show usually a brown-blackish tinge 
of the conjunctiva, corresponding to the palpebral aperture. This 
is the habitual distribution of pigment and corresponds to the part 
‘exposed to light. The causal relationship between these two 
phenomena, is shown also by the fact, that pigment may develop 
in other parts of the conjunctiva, if they become exposed (ectropion). 

But, in richly coloured races, one finds sometimes intensely 
pigmented irregular spots, on the tarsal conjunctiva and even in 
the corneal epithelium (van Duyse'’, Asher*). The abnormal 
distribution of pigment could be observed in diseases other than 
xerophthalmia. Steiner’ has recorded it in the trachoma of 
coloured people : ‘‘ During the acute stage of the disease, one finds 
frequently on the superior part of the tarsal conjunctiva, more 
rarely on the inferior part, some spots, more or less round or of 
irregular form and size from that of a pin’s head to 1 square 
centimetre or more. Nearly always they are very dark and well 
delimited, one might say ink spots.”’ ‘‘ Exceptionally they can 
be less dense and the mucosa appears powdered with black.’’ 
During the cicatricial stage, they seem like an agglomeration of 
points, lines, circles, or a real net, because the pigment, by reason 
of treatment or otherwise, has been scraped away from the tops of 
the granulations and left only in the separating sulci. 

A pathological pigmentation of the conjunctiva has been 
observed in the white race in Addison’s disease. Apparently in 
that case too, there is a pathological increase of the same melanotic 
pigment. (Lubarsch®, Alima Chanum' ). Léwenstein® has recently 
obtained experimentally an abnormal pigmentation of the 
conjunctiva after subconjunctival injections of adrenalin, and he 
has observed a patient who has developed such pigmentation, 
after a long treatment with adrenalin drops. Bittdorf* believes that 
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the pigmentation in Addison’s disease is due to an increase of 
oxidation of adrenalin in the skin. 

All these facts incline us to accept Pillat’s opinion that the 
xerophthalmic pigmentation is due to melanin. What is the cause 
of the increase in quantity ? 

According to Bloch (see Masson”, Laignel Lavastine’) the grains 
of melanin result from the reaction of an oxidase, produced in 
special cells, with a particular substance arising from protein, and 
related to tvrosin, and to adrenalin. Experimentally he can show 
this oxidase in' situ, using as chromogenic substance the 
dioxyphenylalamin. 

It may be interesting to recall that recently some authors have 
seen a cutaneous pigmentation appearing after administration of 
irradiated ergosterol, in children. (Iancu®). 

In the conjunctiva as in the skin, the production of pigment 
must be the same. its presence in increased amount in the coloured 
races, could be conceived as due to an increased production of 
ferment, or of the chromogenic substances or of both, resulting 
from an ancestral adaptation to special conditions of life, of 
exposure, etc. Similar ideas apply to the pathological conditions 
(Bittdorf*). In what concerns the diseases of the conjunctiva, we 
should think rather of the excessive production of chromogenic 
degenerative products due to the local processes. We do not 
know if the patients of Narog had also a natural tendency to 
pigmentation (gipsy etc.) or not. 

There is no doubt that sometimes a biliary origin may be 
attributed to the conjunctival coloration, but that could not be 
made arule. Hepatic insufficiency was not found in Pillat’s cases, 
and the blood bilirubin in our case was quite low. We could not 
eliminate, however, an indirect participation of the liver, as a factor 
in the storing and the utilization of vitamin A, and in the 
production of xerophthalmia as a whole. Some observations 
justify such a hypothesis. 

In conclusion, we think that the abnormal pigmentation seen in 
xerophthalmia in the coloured people should be considered as the 
manifestation of a special reaction, the intensity of which varies 
according to the particular capacity of the trophopigmentary tissue 
of different races, being most reduced in the white race. 
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A CASE OF MICROPHTHALMOS 


BY 
P. SANDER, M.D. 


PORT SAID 


On September 28, 1921, an Italian lady brought her daughter, 
aged 23 days, for my opinion about her eyes. A well-built and 
developed baby. The eyelids of both eyes presented nothing 
abnormal. They covered eyeballs of very small size, like large 
peas, about 9 mm. in diameter. Each eye had a small transparent 
cornea ; they both were of the same size: not more than 4 mm. in 
the horizontal meridian and 2 mm. in the vertical. Through the 
cornea some bluish-grey material could be seen, but no anterior 
chamber, no pupil nor design of iris. The movements of both 
eyeballs, and the eyelids as well, as their sensibility did not show 
anything particular. The parents of the baby were young healthy 
people, without any physical defects. I have observed the child 
for about nine years. She developed into a pretty looking girl of 
a gay and lively disposition and not lower in intelligence than the 
average child of her age. Her eyes did not grow bigger, but the 
corneae became rather smaller and less transparent than during 
infancy. The child does not see the brightest light. 

A curious family history was told me by the mother of the child. 
Some 20 months previously to the birth of the child, being in the 
second month of her first pregnancy, she had occasion to watch 
the operation on her own mother for acute glaucoma. The 
operation ended in a catastrophe: copious escape of vitreous and 
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subsequent loss of the eye. The young woman was badly 
impressed and in a short time developed a sort of fixed idea, that 
the child, which she was carrying, would have something wrong 
with its eyes. I heard afterwards from several persons, and from 
friends of the lady, confirmation of this part of her history : being 
pregnant, she often expressed apprehensions for the eyes of her 
future child. In due time she gave birth to a baby who “‘ had no 
eyes.’’ Under the eyelids, which. could be opened well, only 
‘* flesh ’? was seen. There were no other deformities. The child 
died from an acute infection. The same apprehension haunted her 
during the whole of her second pregnancy, which ended in the 
birth of the present child. She has had no other children. 


A FAMILY AFFECTED WITH KERATOCONUS AND 
ANTERIOR POLAR CATARACT 


BY 
P. SANDER, M.D. 


PORT SAID 


In 1927, I had occasion to examine the eyes of a family consisting 
of the father, aged 70 years, and three unmarried daughters, aged 
20, 26 and 30 years. These people, of Maltese nationality, 
presented some features of physical and intellectual defectiveness. 
They were anaemic, of poor stature, with unhealthy grey skin of 
their faces carven with comedones and boils, saddle-shaped noses, 
badly developed teeth. They all showed different degrees of 
varying sequelae of long standing and neglected trachoma and 
its complications: shrinkage of the eyelids, entropion, 
vascularization and scars of the cornea, stenosis of ductus naso- 
lacrymalis, etc. The two youngest had well pronounced symptoms 
of atrophic rhinitis, especially the youngest one—with formation 
of foul crusts. All of them were bearers of a curious combination 
of keratoconus and anterior polar cataract in each eye. They were 
all short sighted in different degrees—between - 5°0 D. sph. and 
- 20°0 D. sph., with low V. A., which could not be improved with 
glasses to an appreciable amount. In both younger girls 
keratoconus, although well pronounced, was not highly developed, 
no deep corneal opacities were present but polar cataract of small 
size—like a pin head. In all four eyes of these two girls there were 
a certain amount of dust-like opacities, scattered in all layers of the 
lenses seen in the Zeiss-Czapsky’s microscope with slit-lamp 
illumination ; but in one girl only there was more or less marked 
deposit of white matter, which could be considered as an 
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‘‘ imprint ’’ of the polar cataract. No myopic atrophy of the 
choroid round the optic discs. Myopia in one was - 5°0 D. sph. 
in each eye ; in the other between - 7°0 D. and - 9°0 D. sph. V. A. 
after correction was about 1/10 in each eye in both patients. 

The eldest sister presented the same condition, but much more 
developed, particularly in the R. E. The keratoconus was sharply 
prominent, corneae thinned, with rupture of Descemet’s 
membrane and central opacity in both eyes. In the R. E. the 
cataract was in form of two cones of white material, situated close 
to each other in the central area of the pupil, each about 1 mm. in 
diameter rising from the level of the anterior capsule, with one 
large and dense imprint. In the L. E. the cataract was single, 
about 2 mm. in the base, protruding into the anterior chamber 
and with well pronounced imprint, with which it was connected 
by means of an opaque band. The dust-like opacities of bluish- 
white colour were more numerous and somewhat more coarse 
grained than in the eyes of her sisters. Moderate staphyloma 
posticum and patches of choroido-retinal atrophy in the macular 
area in both eyes; V. A. of R. E. with - 18°0 D. sph. = 1/40, 
L. E. with - 10°0 D. sph. = 1/20. T. R. E. = 10 mm. Hg, and 
L. E. = 14 mm. Hg. But the last figures should be taken cum 
grano salis as in all cases of pronounced keratoconus. The corneae 
are little resistant and liable to be distorted under the weight of 
the tonometer, and the central thin part of the cornea is easily 
impressed with the piston of the tonometer. 

A very high degree of keratoconus with central corneal 
opacity was in the father’s eyes. The polar cataracts of chalk- 
white material were protruding into the anterior chamber, very 
pyramidal in form. The high degree of lenticular sclerosis— the 
very cataracta brunescens—did not allow of the examination of 
the deeper parts of the eyes. An upper iridectomy had been 
performed four years before my examination in both eyes. He 
could see with his glasses of - 20°0 D. sph. 1/100 in each eye. 

There is one more sister in the same family who has also ‘‘ weak 
eyes.’ They promised to come to see me again and to bring the 
other sister, but I never had another occasion to examine them. 
I should like to draw the attention of readers to the following facts. 
Anterior polar cataracts in combination with typical keratoconus 
was observed in each eye of four examined members of the same 
family, including two generations. The degree of development 
of the symptoms increases with the age of examined persons. All 
the members of the family present features of physical and mental 
degeneration. We used to think that anterior polar cataract is 
a sequel of the infection of the eyes during intra-uterine life, 
with perforation of the corneae and penetration by either microbes 
~—probably gonococci, or their toxins to the lens. It seems that it 
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would be stretching the imagination to apply this ingenious 
hypothesis to explain such an occurrence, as described above, and 
that it would be more natural to consider the polar cataract as one 
of the defects of development and nutrition, as with the other stig- 
mata of degeneracy, for which no infection is considered necessary. 


SYMPATHETIC OPHTHALMITIS DEVELOPED 
FORTY YEARS AFTER AN OPERATION 
ON THE FELLOW EYE 


BY 
P. Sanper, M.D. 


PORT SAID 


J.C., Greek lady, aged 48 years, consulted me on June 22, 1928, 
for decrease of vision in her left eye, which she noticed two days 
previously, and which was increasing and was accompanied by pain 
in the same eye. The patient had suffered a great deal from eye 
troubles during her childhood. At the age of 8 years, that is to 
say, 40 years ago, her right eye was operated on in the French 
Hospital, in Alexandria. She could not tell what operation was 
done, or what had been the condition of the eye before the 
operation, but she remembered very well, that after the operation 
under general anaesthesia, there was severe pain in the affected 
eye for many weeks and she lost the sight permanently. During 
the whole of her life she had had sensations of heaviness and 
discomfort in this eye and tenderness to touch. In particular this 
eye had been tender during the last few months. The left eye was 
a source of long standing trouble in her youth. From time to time 
it became painful and red, and the sight failed. She consulted on 
many occasions many of the ophthalmic surgeons in Egypt, as 
well as abroad, but she was always told that it was trachomatous 
keratitis and was treated accordingly. They often advised 
excision of the right eye for aesthetic reasons, but she never agreed 
to it. During the last 15 years the left eye did not bother her. 
PRESENT STATE: R. E. Atrophic shrunken globe with gross 
corneal leucoma. The conjunctiva bulbi slightly injected and 
the eye very tender; a slight touch provoked a violent defensive 
retraction of the head. There was very pronounced enophthalmos 
with narrowing of the palpebral fissure. V. A. = 0. L. E. 
Trachoma (Stage IV) Maculae corneae; ciliary injection. Corneal 
precipitates in form of delicate dew in the lower part of the cornea. 
The pupil narrow, of irregular form, did not react to light and 
could not be dilated with atropine drops. The fundus was not 
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visible. The eye tender to pressure, but not to such a degree as 
the right one. Moderate photophobia and _lacrymation, 
T. = 12mm. Hg; V. A. = 6/18; glasses did not improve it. 

The Wassermann blood test a few days later proved to be 
negative. 

The right eye was enucleated two hours after the fist 
examination of the patient. The operation showed complete 
atrophy of the retrobulbar tissues. The globe was drawn back to 
the very apex of the orbit. Not more than 3 mm. of the optic nerve 
could be excised although it was cut off close to the foramen 
opticum. The globe contained a bony inclusion. The post- 
operative treatment. was one usually recommended in similar 
cases: every four days, intravenous injections of neosalvarsan. 
Daily injections of cyanide of mercury. Every three days 
electrargol intravenously. Locally atropine, hot fomentations, 
etc. For days matters seemed to be going from bad to worse. The 
left eye was inflamed and tender. Atropine did not dilate the 
pupil. V. A. fell from 6/18 to 1/20. But on the fifth day after 
the operation the symptoms began to subside. The contraction 
of the pupil gave way, leaving a ring of pigmented residue on the 
anterior capsule. The fundus became visible. The vitreous was 
muddy, but allowed papillitis to be seen. Slow, but steady 
improvement began from this day, and three months after the 
operation the eye was quiet, the signs of the inflammation of the 
uvea and optic nerve had disappeared. V. A. with - 1°0 D. sph. 
= 6/12. From time to time I have had occasion to see the patient. 
Her condition has not changed since. 

The onset of sympathetic ophthalmitis following an injury 40 
years previously is exceptional and worthy of attention. 


COLOURED CRYSTALS ON THE ANTERIOR 
SURFACE OF THE LENSES AFFECTED 
BY SENILE CATARACT 


BY 


P. SANDER, M.D. 


PORT SAID 


Mme. E. H., French, aged 62 years, consulted me on October 3, 
1928 on account of a slight blow on her left eye, which she received 
while nursing her grandchild. The patient, of middle stature, a 

sound and energetic person, mother of many grown-up children, 
always enjoyed excellent health. Some 15 months previously she 


| 


COLOURED CRYSTALS IN THE LENSES 27 


consulted an oculist in France for eyesight troubles, who 
diagnosed commencing senile cataract in both eyes. A rapid 
inspection of her eyes revealed nothing particular, except 
commencing nuclear cataract in both eyes. But careful examina- 
tion showed a striking and unusual feature, which | had never 
seen - before. The naked-eye inspection with the usual 
focal illumination showed a strikingly bright reflex from the 
anterior surface of the lenses, reminding one of play of interference 
colours on fragments of antique glass. The examination by 
means of the corneal microscope and slit-lamp illumination 
revealed a great number of small coloured crystals scattered over 
the anterior surface of both lenses. The crystals had the appear- 
ance of tiny, fine slights of different shape, size and colour. The 
larger had the shape of parallelograms and rhombs, the smaller . 
of triangles or amorphous grains. The colours were very rich and 
variable: cherry-red, light-red, deep yellow, sky blue, blue-green, 
pure green. Trembling of the eyes, or slightest oscillation of the 
beam caused extremely vivid play of light and colours of the 
crystals. They became darker, or brighter, sparkled like gems or 
died away. The colours were not constant: red and yellow were 
mutually changing, as well as blue and green. But I could not 
observe the change from red-yellow to blue-green and vice versa. 
When looked at—all was glittering and twinkling like fireworks. 
All the crystals were situated on the surface of thelenses. Sometimes 
it seemed that a part of a crystal was more or less buried in the 
tissue of the lens, but I am not sure whether it was really so, or if 
it was due to the above described play of light, when the same spot 
either sparkled or disappeared. Neither in the aqueous humour 
nor in the deeper layers of the lens could I see a single crystal. 
The posterior capsule was not seen owing to the nuclear opacity. 
I had the opportunity of examining the patient twice more. One 
month after her first visit I could see quite well the same crystals, 
but noticed a manifest decrease in their number. On February 29, 

1929—five months after the first examination, the phenomenon 
could not be seen any more. After careful search I found some 
few small amorphous grains of blue and green colour. _ 

Coloured crystals are not rare in the lenses affected 
by. cataract. During the last six years I have seen on several 
occasions coloured crystals in cataractous lenses, but . never 
to such an extent and always more or less in the deeper layers of 
the lens. The drawings 205 and 280 of Vogt’s magnificent atlas 
(French language edition) represent doubtless crystals similar to 
those described above, but situated at different depths of the er 
(‘‘ situées 4 différentes profondeurs ‘’ is written on page 80, in 
the legend to illustration 205). The peculiar features of my pi 
to which no allusion is found in existing monographs on the 
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question of the microscopy of the living eye and which persuaded 
me to publish this case are : 


(1) The abundance of crystals and their localization on the 
anterior capsule, and as a result of this, the extraordinary 
play of light and colours. 


(Il) ‘The instability of this phenomenon, which disappeared 
in a few months. 


A SHORT STUDY OF THE COMPLICATIONS OF 
CATARACT EXTRACTION IN EGYPT 
WITH SOME PRACTICAL SUGGESTIONS 


BY 
H. PERETZ, M.D.(Montpellier) 


CAIRO 


My colleagues will agree with me that in Egypt cataract may be 
complicated by a great many other diseases of the eye. These 
may affect the globe or the eyelids, but whether they be primary 
or of a cicatricial nature, either may hinder the good progress of 
the operation or jeopardize a successful issue. It is, therefore, of 
the greatest importance for the surgeon to be well acquainted with 
such complications in order that he may be better able to over- 
come them when they present themselves. 

After 20 years of careful observation, I have been able to point 
out to our young Egyptian colleagues the importance of these 
complications, but at the same time they ought to be brought to 
the knowledge even of European surgeons so that, by being better 
acquainted with tropical ophthalmology, they will not criticize us 
adversely if we do not follow exactly the usual technique for 
cataract extraction. 

In the first place, it is of interest to compare the frequency of 
cataract in Egypt with that in other countries, for it might appear 
that it is a relatively rare condition in Egypt. About a quarter of a 
century ago, Dr. Osborne, of Alexandria, tried to ascertain the 
real facts, and in his paper* ‘‘ Some Characteristic Observations 
of the Ophthalmic Surgeon in Egypt ’’ he compared the statistics 
of operations performed at the clinique of Duke Charles Theodore, 
of Bavaria (Munich) with those done at the European Hospital 
(Alexandria). The figures examined covered the period 1898— 
1907 and whilst 35°9 per cent. of the operations performed at 


* Osborne.—Bulletin of the Ophthalmological Society of Egypt, p. 56, 1908. 
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Munich were found to be extractions for cataract, only 9°8 per cent. 
of the operations at Alexandria were for senile cataract. 

In my opinion, however, the statistics of the two cliniques 
cannot be strictly compared. If we consider that 30 per cent. of 
our patients over 45 years of age have one eye only, the other eye 
being lost by atrophy, glaucoma, primary or secondary, detach- 
ment of retina, etc., one will admit that the figures for Egypt 
cannot be compared with those of Europe. 

Furthermore, when dealing with our patients, it is not always 
possible to state whether cataract is present or not since the deeper 
structures of the eye are so frequently obscured by a dense leucoma. 
It is also true that cases of cataract frequently do not come for 
treatment at all, in spite of the free treatment provided at the 
many ophthalmic hospitals which have been founded in Egypt 
during the last quarter of a century.* At the time when 
Dr. Osborne made his observations there were fewer hospitals in 
the country and eye diseases complicating and obscuring cataract 
were much more common. I believe, therefore, that cataract is 
actually as common here as it is in Europe although we have less 
frequent opportunity of operating for it. To make up for this, 
however, cataract extractions offer us, in at least 90 per cent. of 
the cases, many surgical difficulties by reason of the complica- 
tions. Operation, therefore, becomes a very delicate performance 
and demands on the part of the surgeon much experience, and 
from the patient constant willingness and untiring patience. 

The first complications that the surgeon meets with are the 
constant occurrence of trachoma, superadded conjunctival infec- 
tions, lacrymal complications and certain cicatricial lesions such as 
trichiasis, symblepharon, etc. 

The eyelids, even in elderly people, are not always completely 
free from trachomatous granulations which at one time may be 
rough, at another time degenerated into small cysts more or less 
purulent and hidden under the mucous membrane or in the upper | 
fornix. Certain forms of chronic keratitis found in trachomatous 
patients also arise from these causes. From the same causes 
also arise the mild cases of iritis which appears five or six days 
after operation and which delays the cure and provokes secondary 
cataract. We must, therefore, search for these hidden granula- 
tions and destroy them thoroughly. 

In the cases of trachoma treated by simple expression and 
repeated curettage, there results a slight cicatricial contraction of 
the mucous membrane, but this does not introduce any great 
difficulty in cataract extraction. 

After tarsectomy, however, an operation which is quite 


*See the works and statistics of MacCallan up till 1924 and also the statistics 
of his successors in the Egyptian Public Service. 


30 THE BRITISH JOURNAL OF OPHTHALMOLOGY 


frequently performed, there may follow intense scarring in the 
tarsal conjunctiva to the extent of markedly obliterating the superior 
fornix. This complication is exceedingiy troublesome at the time 
of operation and for this reason tarsectomy is an operation which 
should never be performed save under exceptional circumstances. 

The chronic forms of blepharo-conjunctivitis often remain 
rebellious to the most thorough treatment and if incompletely 
cured are a grave source of post-operative infection. I have seen 
an operation for cataract followed by a violent iritis as a result of 
the patient’s refusing to await a complete cure of the eyelids before 
operation. This case, too, is far from constituting the exception. 
Moreover, even after prolonged antiseptic measures, the eye 
operated upon remains congested longer than should ordinarily be 
the case and the dressings are always soiled with an abundant 
secretion. In these cases we advise that the occlusive Gresnings 
should be discontinued as early as possible. 

Stenosis of the lacrymal passages and dacryocystitis are not 
rare and in these cases it is not sufficient to secure the patency of 
the naso-lacrymal duct, the infecting organisms must be 
destroyed by antiseptic treatment of long duration and the 
lacrymal sac itself must be extirpated. 

I remember a case, an elderly Italian lady, who had a bilateral 
dacryocystitis associated with a double cataract. After three 
months treatment by probing and antiseptics, an extraction of 
cataract was done in the right eye and within 48 hours after 
operation there was a fulminating panophthalmitis; but before 
undertaking to extract the lens of the left eye the left lacrymal 
sac was removed. Three and a half months later the extraction 
was done and this time an excellent result was obtained. — 

Entropion with trichiasis is almost as common as trachoma 
itself, but our young colleagues are perfectly familiar with the 
various operations designed to correct this condition and they 
reject those methods which are likely to lead to shortening of the 
eyelids. In all plastic operations on the eyelids it is of the greatest 
importance to preserve the conjunctiva.* One often sees, however, 
amongst those patients who come for cataract operation, cases 
suffering also from lagophthalmos and obliteration of the upper 
fornix and this greatly restricts the field of operation. 

Phimosis of the palpebral fissure is another very troublesome 
complication ; in six patients out of ten we are obliged to do a 
canthotomy or a canthoplasty before being able to insert the lid 
speculum. 

More unpleasant also, if not more serious at the time of opera- 
tion, is the existence of symblepharon. When it is a matter of 


be MacCallan and. Péretz. —" The Surgical Treatment of Trichiasis and Entropion 
of Trachomatous Origin. (Revue du Trachome, September, 1925). 
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only a few fine adhesions it is easy to divide them but more often 
we have to deal with a marked obliteration of either or both 
fornices. In such cases it is probably better to employ an ordinary 
lid retractor, instead of using a speculum, but in spite of that the 
operation is really just as difficult since it is almost impossible to 
make a satisfactory section through the limbus. 

When we come to consider the globe itself we find that there 
are also a great many complicating factors. Some of these make 
the operation a very difficult one, others by reason of their gravity 
seriously reduce the chances of a successful result. 

In many cases, as a result of previous conjunctivitis and the 
caustics used so freely in treatment, the bulbar conjunctiva is 
xerotic, friable and adherent to the episcleral tissues. It bleeds 
freely when gripped with fixation forceps and it can only be 
dissected with difficulty. It is, therefore, under such circum- 
stances, wise to use a small pair of forceps with fine teeth and 
rounded points thus allowing the globe to be held without injury. 
I confess I still have to learn the best way of dissecting such 
conjunctiva, as it appears to be associated with insurmountable 
difficulties. 

With regard to the cornea it is the usual thing to find old jfile 
trations or opacities of varying sizes and often one has to deal 
with a broad leucomatous pannus perhaps three or four milli- 
metres wide, or a cicatricized trachomatous cornea with an opaque 
and pitted limbus. It is a very common occurrence for one to 
have to make the corneal section without being able to see the 
knife traversing the anterior chamber and that in spite of bright 
illumination of the field of operation. If the anterior chamber is 
shallow, we do a preliminary iridectomy so that the anterior 
chamber will afterwards be reformed to such an extent as to permit 
one to make the section more easily. Further, we recommend the 
use of a short narrow-bladed Graefe’s knife, for, the field of opera- 
tion being usually very restricted, one is very apt with the ordinary 
Graefe’s knife to puncture the skin of the internal canthus or th 
free border of the upper lid. 

It is our practice always to do an iridectomy, for, considering 
the conditions, it is without doubt the method of choice in Egypt. 
To preserve a round pupil in the ordinary extracapsular extraction 
is to court almost certain secondary glaucoma. 

Egypt is truly the country of chronic glaucoma. The statistics, 
which are most sriking, show that amongst aged patients 40 per 
cent. are glaucomatous. It is, therefore, possible that every case 
of cataract may in the course of its evolution be complicated by a 
more or less insidious glaucoma. The oculist, therefore, must not 
fail to remember this fact when he is dealing with a case of cataract. 
The fear of glaucoma is the beginning of wisdom. It is conse- 
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quently wise never to instil atropine, in a case of cataract unless the 
tension can be controlled by the tonometer. Usually, two drops of 
1/2 per cent. homatropine or one drop of 4 per cent. cocaine will 
dilate the pupil sufficiently to enable a thorough examination of 
the lens and the fundus to be made. 

Another precaution which should be taken is never to allow a case 
with incipient cataract to remain for too long a period without 
being examined. In Europe it is common to leave patients of this 
description for three or six months without anxiety but in Egypt we 
would be taking too great a risk in following such apractice. Were 
we to do so we might possibly in the meantime allow some eyes to 
be lost as a result of glaucoma. For all these reasons, therefore, I 
cannot insist too strongly on the necessity of watching such cases 
very carefully and also of doing a preliminary iridectomy every 
time there is a possibility of glaucoma. One can appreciate, 
therefore, more easily why iridectomy must be done in every case 
of extraction of cataract. 

We have observed elsewhere that the lens is prematurely 
cataractous in some patients who have been operated upon for 
chronic glaucoma and that it gives rise to a type of early 
glaucomatous cataract. The co-existence of glaucoma and of 
cataract, very rare in Europe, is of the commonest occurrence in 
Egypt. This, however, is really outside the subject.* 

We frequently have to operate for cataract complicated with 
glaucoma and indeed we are often obliged to do so even when the 
light projection is only fair. These patients after their operation 
and in spite of their limited field of vision can go about and also 
carry on their house-work for many years. As instances of this I 
may quote the following cases :— 

Ahmed Qh. Bey, aged 66 years, lost the sight of his right eve 
during infancy. In 1916, an iridectomy for chronic glaucoma in 
the left eye was done. ‘Later, he developed cataract with bad 
projection of light. He went to several oculists all of whom 
declined to extract the cataract, but at last a colleague newly 
arrived in the city, who was more bold performed the operation. 
The extraction with another iridectomy was done in 1921 and the 

+ 10 D. sph. si 
result was entirely successful. L.V. with —— 
Six years later the patient had practically the same acuity of vision. 

Mme. S. K., aged 70 years. The right eye on examination was 
found to be lost as a result of glaucoma absolutum. The left 
showed cicatrized trachoma, leucomatous pannus, central nebula 
of the cornea, chronic glaucoma and cataract. The light projec- 
tion of this eye was also defective. In spite of this an iridectomy 


*The author dealt with the question of glaucomatous cataract at the 13th 
International Congress of Ophthalmology, at Amsterdam, September, 1929. 
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for the glaucoma was first done and after six months the cataract 
was extracted giving the patient V. with + 12 D. sph. = 6/36. The 
patient was delighted at being able to return to her household 
duties. 

In addition to glaucoma, other ocular affections which compli- 
cate cataract are high myopia and retinal arterio-sclerosis. 

Myopia in Egyptians is a hereditary disease. This fact was 
pointed out in the first place by Jacovides and by MacCallan, but 
it has been more carefully studied by Meyerhof in 1914.* In 1908, 
MacCallan found 26 per cent. of myopes amongst pupils of a 
certain public school, while Meyerhof found 32 per cent. of 
males and 16 per cent. of females affected with myopia. Jacovides 
in Alexandria has recorded myopia in 60 per cent. of his patients. 

Whatever may be the reason, cataract amongst the myopes of 
Egypt assumes an aspect specially characterized by the slow onset 
of maturity, liquefaction of the vitreous and fragility of the 
zonular ligament. Such a condition is a terror to the surgeon 
and compels him to adopt a procedure which may be summed up 
in the following words: ‘‘ Traumatize the cataract in myopia as 
little as possible.’’ If the nucleus is small we do a linear extraction 
through a limbic section using a keratome after a small conjunc- 
tival flap has first been dissected up. In this way one ought almost 
certainly to be able to avoid loss of vitreous. A retrobulbar injec- 
tion of novocaine with adrenalin, made 10 minutes before operation. 
also makes the operation more safe by securing perfect anaesthesia 
of the iris and lowering of the intra-ocular tension. 

Even for patients with only one eye we are frequently called 
upon to operate for cataract and that, too, when there may be 
present such complicating factors as retinal arterio-sclerosis and 
even detachment of the retina. Extraordinary as it may appear to 
operate in such cases, operation often procures some satisfaction 
for the patient even though it be sometimes more moral than 
material. 

In conclusion I may add that my early statistics did not show 
the same happy results in summer as they did in winter. This is 
undoubtedly due to the fact that the microbic flora of the conjunc- 
tiva find in the heat and the humidity of the conjunctival sac, 
especially when it is closed by a dressing, just the very conditions 
favourable for rapid multiplication. | Experience has, therefore, 
since taught me not to operate for cataract during the hottest 
months of the year, i.e., from June to September, when the 
temperature in Cairo ranges between 98° and 104° F. 


*Meyerhof —A Study on Myopia as a racial and hereditary disease. (Annales 


@’Oculistique, April, 1914.) 
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ELLIOT’S TREPHINE OPERATION—A VARIANT 


BY 


GEORGE BROOKES, F.R.C.S.(Eng.) 


HON. OPHTHALMIC SURGEON, RK.S.S.H., SYDNEY, N.S.W, 


THE question of the non-operative versus the operative treatment 
of glaucoma is now more than ever engaging the attention of 
ophthalmic surgeons, especially those who operate frequently for 
this complaint. Much ink is being spilt to vaunt the efficacy of 
injections and drops. In these circumstances any little help to 
improve the operative technique in the direction of ensuring a 
good filtering scar is welcome. I have in the past, along with 
many others, been under the necessity of trephining an eye more 
than once, in order to secure a really satisfactory tension. 
Recently | have adopted the following plan :— 

After rather less than the usual cocainizing by drops, theconjunc- 
tiva is seized as high up as possible and lifted well off the eye-ball. 

Three quarters of a cubic centimetre of a sterile solution of 
novocaine and adrenalin is then injected into the loose areolar 
tissue, the needle entering half way up the side of the tent (so to 
speak). 

After releasing the forceps and withdrawing the hypodermic 
needle, the bleb is massaged gently but firmly downwards over 
the limbus. : 

After this one does not wait, for this allows infiltration and 
consequent brittleness of the flap, but opens immediately into the 
superior side of the bleb with one large cut of very blunt pointed 
scissors. 

These are then inserted closed into the wet pocket and opened 
laterally ; a couple of side cuts allow the flap to be turned down 
over the cornea. 

After the field is mopped dry, it is surprising how little splitting 
of the cornea remains to be done with a metal instrument. 

The above is no doubt little more than a slight variation of the 
usual method, but I consider it to be of supreme importance, in 
so far as the permanent and successful bleb is more likely to occur 
in Nature’s plane of cleavage which the injection produces, than 
in any deeper or more superficial one, however gently made. The 
oozing too is minimal. ; 

Elliot (Glaucoma, page 536) instructs that the flap be made as 
thick as possible at its base. This in my opinion is wrong. A 
plane of tissue dissected by a metal instrument is more likely 
to heal down again; it is artificial, and resented by Nature. 

In the past some of my trephine holes have been rendered 
ineffective, not by plugging, but by becoming, as it were, papered 
over; and this even in the absence of any sepsis demonstrable by 
the slit-lamp. Now, however, I am securing good blebs. 
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THE AUTHORSHIP OF THE “DE OCULO MORALI” 


BY 
R. R. JAMES 


LONDON 


THE De Oculo Morali, nowadays thought to be the work of John 
Peckham, Archbishop of Canterbury, was ascribed by Pits, 
Tanner and others to Robert Grosseteste, Bishop of Lincoln. 

C. Trice Martin, in the preface to the third volume of Peckham’s 
Register in the ‘‘ Rolls Series,’’ goes into the question of the 
author of this book at some length. He has examined 19 MSS. of 
the work, of which nine have no author’s name at all; in four, the 
Bishop of Lincoln’s name is unhesitatingly given as the author; 
in one doubtfully (wt dicetur); in four this name is added by a 
later hand, and in one the treatise is said to be by Magister de 
Lunochia, which can be nothing but a misreading for Lincolnia. 
The earliest of the manuscripts are anonymous. No MSS. 
which Trice Martin has seen mentions Peckham’s name 
in connexion with it, and therefore he knows nothing of the 
evidence before the Augsburg printer, who ascribed the author- 
ship to Peckham, but imagines that he simply copied what he 
found on the MSS. he used, which may possibly still exist in some 
foreign library. He notes that though none of Peckham’s other 
works show the same aptitude for story-telling, the style is much 
alike; the same pomposity and fondness for verbal jingles is 
evident and there is a manifest connexion between this work and 
the Perspectiva Communis. Many of the propositions in the De 
Oculo Morali are the same as those found in the Perspectiva 
Communis. But this point must not be emphasized unduly, for it 
is quite likely that Grosseteste was acquainted with the optical 
works of Al Hazen. In the De Oculo Morali various facts relating 
to the sense of sight and the phenomena of reflection and refrac- 
tion are made pegs on which to hang moral tags and religious 
sermons. Thus: ‘‘ The eye cannot see fog while surrounded by 
it, but can on leaving it, and thus a sinner cannot see the darkness 
of the sin in which he is enveloped till he has left it and is illumin- 
ated by the grace of God. If you push your eye out of place with 
your finger you see double. Thus prelates of the present day, 
through evil counsel, judge a priest to be worthy of two benefices 
where he ought to be contented with one. Thus tyrants thrust 
their servants into bishopricks without election. Thus when 
prelates object to promote unworthy clerks, their detractors distort 
their vision by perverse allusions to the example of holy men. Is 
it said that the clerk to be promoted is low born? Peter, the head 
of the Church, did not boast of his family. Is he ignorant, and 
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never studied at Paris or elsewhere? Nor are the Apostles said 
to have gone to a University. . . . The larger apparent size 
of heavenly bodies when near the horizon than when in the zenith 
is compared to the increasing humility of heavenly-minded men as 
they rise in worldly dignity, and in treating of the diseases of the 
eye, a squint is compared to envy and inflammation to anger.”’ 

The moral tone which pervades the treatise is ascetic. The 
saint is praised who, on losing the sight of one eye, told his friends 
-not to mourn, for of two enemies he had lost one. Chastity is 
extolled in the strongest terms; the author is obviously a man for 
he throws all the blame in this matter on the opposite sex. 

The question of authorship of this book is an interesting point. 
Both Grosseteste and Peckham were of humble birth, both were 
outspoken champions of the Church and of morality. Of the two, 
I think that Peckham protested more against pluralities than 
Grosseteste. Both probably knew enough about optics to have 
written it, though it is generally held at the present time to be 
of a later date than that of Grosseteste. 


A CASE OF UVEO-PAROTID FEVER 


BY 
H. KAiItTz 


LIVERPOOL 


Uveo-PaROTID fever is a rare clinical condition characterized by 
parotitis, uveitis, a mild fever, enlargement of the salivary glands 
and lymphatic nodes, and occasionally cerebro-spinal nerve palsies. 

There is a diversity of opinion as to whether the tubercle bacillus 
is the aetiological agent. In one case reported in the literature 
the post-mortem examination revealed evidence of miliary 
tuberculosis. 


Case report. 


A female patient, aged 24 years, was admitted to St. Paul’s Eye 
Hospital, Liverpool, on September 18, 1930, with the following 
history : 

“April, 1930. The patient felt ‘‘run down” and “ out of 
sorts.’”’ She had lost weight and had no appetite. These 
symptoms continued until May (1980), when her mother noticed 
that each side of the patient’s face was swollen. The temperature 
was taken each morning and for several weeks remained in the 
region of 101° F. This condition was regarded as ‘‘ mumps.”’ 
There was also enlargement of the cervical lymphatic nodes. 
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As no improvement followed, the patient was sent to a consulting 
surgeon, who ordered deep X-ray therapy for the parotid glands. 
After this treatment the parotid swellings diminished appreciably, 
but during the course of this therapy the patient noticed that her 
‘* eyes became bad.’’ There was mistiness of vision and ‘‘ black 
spots.’ She was referred to an ophthalmic surgeon, who advised 
admission to hospital. 

On admission the girl was noted to be pale, with perhaps a slight 
hectic flush. No obvious loss of weight was noticed. There were 
many carious teeth, but a clean throat. There were obvious 
parotid swellings, the left was the larger; the right pre-auricular 
lymph node was easily palpable; she had bilateral sub-maxillary 
and cervical glandular enlargement; these felt shotty and were 
discrete. No enlargement of the axillary glands was present. 

Chest. She was thought to have slight consolidation of her 
right apex ; diminished Kronig’s area and increased voice sounds 
with diminished breath sounds. The patient was seen by the 
consulting physician, who reported ‘‘ no signs of pulmonary 
tuberculosis.”’ 

X-ray of chest reported ‘‘ Chronic inflammatory changes only.”’ 

Heart, sounds clear. 

Abdomen. Nil abnormal. 

C. N.S. No paresis of any cerebro-spinal nerve (in contrast to 
Heerfordt’s description).?- Knee jerks, brisk. (Compare Souter’s 


case, in which they were absent).? 

Temperature. During the first part of her stay in hospital the 
curve remained normal but recently has risen to 99°8° F. 
especially towards evening. 

Urine. Normal. 

Eye Condition. Right vision = 6/36, no improvement on 


subjective testing. Left vision = 6/60, no improvement on 
subjective testing. ; 

Right Eye. Active irido-cyclitis; much ‘‘ mutton fat ’’ K.P. 
which was slightly more scattered than the usual typical inferior 
triangular limitation ; the K.P. was tending to coalesce into larger 
blebs ; extensive posterior synechiae; pupil moderately contracted 
(after atropine); retrolental..space not seen with slit-lamp. 
Ophthalmoscope revealed hazy vitreous; disc margins were 
blurred, giving the suggestion of papilloedema. 

Left Eye. Much ‘‘ mutton fat ’’ K.P. confined to the inferior 
triangular limitation ; the K.P. was tending to coalesce into larger 
spots. 

Ophthalmoscope. Blurring of disc edges with the suggestion 
of papilloedema—but probably due to local exudates. 

Lacrimal glands. Not palpable. 

Wassermann Reaction. Negative. 
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Von Pirquet. Not done; modern opinion seems to suggest that 
the test only serves to confuse the issue in deciding as to whether 
an eye infection is tuberculous in nature, although it is of help as 
a guide to treatment.’ Souter’s case! gave a negative reaction 
even though the post-mortem revealed gross general tuberculous 
disease. 

25. 9. 30. Lumbar Puncture. Moderate pressure; fluid clear; 
protein, normal; cells, 2 per c.mm.; sugar, 64 mgrms. per cent. ; 
chlorides, 741 mgrms. per cent.; gold curve negative throughout 
series; Wassermann Reaction, completely negative, i.e., fluid was 
normal in all respects. 

29. 9. 30. Blood. ,Haemoglobin 85 per cent.; red cells 
4,840,000; size—halometer = 7°17, i.e., normal; white cells = 
4,688; polymorphs = 54°5 per cent.; lymphocytes = 27°56 per 
cent.; monocytes = 8'5 per cent.; eosinophils = 8°0 per cent. ; 
basophils = 1°5 per cent.; platelets = 361,000. 

Stained films showed no abnormality of red or white cells, and 
no immature cells were seen. As the patient was afebrile, a blood 
culture was not done. The above blood-picture is interesting, but 
cannot be said to throw any light on the condition. It is even 
possible that it is the result of X-rays. 

28. 9. 30. The parotid swellings have practically disappeared ; 
cervical lymph nodes are less easily palpable and have lost their 
‘* discrete individuality.” 

The Eye Condition is in statu quo; there being still very 
marked ciliary injection. 

The girl feels very well in herself and is anxious to return home. 

Conclusions. The above history fits in with the rare clinical 
entity of uveo-parotid fever. 

One is struck by the complete absence of positive evidence of 
active tuberculous infection; the history of a discharging left 
cervical gland (which had been lanced) might suggest a tuber- 
culous infection. 

There is also no record of a facial nerve palsy, the presence of 
which is regarded as typical by Heerfordt. , 

And finally, there is good general improvement and gradual 
quiescence of fever. 

In conclusion, I wish to thank Mr. Eldon Gon, the Honorary 
Surgeon of St. Paul’s, for his kind help and suggestions; and 
also Dr. Howell-Evans for his laboratory assistance. 
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Ministry of Transport—Motor Drivers’ Vision Test 


- The question of being able to read a number plate at 25 yards 
has been agitating the public conscience for some little time. 

With regard to the visual acuity required by the Ministry of 
Transport, the following simple calculation, though it has probably 
pie made already by more than one ophthalmic surgeon, may be 
of use. 

Measurement of the size of the numbers shows that they average 
34 inches in height by 23 inches in width. The ordinary Snellen 
test type letters are squares, so we shall err on the side of safety 
if we work out the acuity required to see square letters 24 inches by 
23 inches at a distance of 25 yards, or what is practically the same, 
23 metres. 

If the distance were taken as 24 metres, i.e., slightly increased, 
it would mean that at 6 metres the letters would have to be } size, 
i.e., 8 of aninch. The letters of 6/12 are, of an inch larger than 
8 square, so that for all practical purposes, ability to pass the 
Ministry of Transport test demands a visual acuity in the region of 
6/12. 

The visual field, however, must surely be of more importance for 
safe motoring than the visual acuity. There are many cases of 
pigmentary degeneration of the retina with only 10—15° of field 
and a visual acuity of 6/12 or better. One of these is a patient of 
the writer and in spite of repeated warnings he insists on travelling 
about the country ona bicycle. So far he has met with no accident, 
but were he the possessor of a car one trembles to think what would 
happen to children suddenly rushing across the road, and to 
policemen holding up the traffic and standing perhaps 
more than 10° off the driver’s visual axis. 

Many other questions could be raised in a discussion of the 
visual requirements of motorists. Night blindness is a condition 
of obvious danger, but anyone so afflicted would probably know 
it and have the sense not to attempt night driving. Colour blind- 
ness would prevent the driver being able to interpret the coloured 
light signals so freely used now at important cross roads in large 
cities, but something could be done by the authorities erecting the 
lamps, the red for example might be made square and the green 
round. 

In the advertisement pages of this number Theodore Hamblin, 
Limited, announce the production of a copy of the Motor Driver’s 
vision test, designed to give at 6 metres the same visual effect as an 
actual number plate at 25 yards. 
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ABSTRACTS 


I.—THERAPEUTICS 


(1) John, Isa (Vienna).— On the frequency of tabetic optic atrophy 
and its treatment. (Ueber die Haufigheit der tabischen 
Optikusatrophie und ueber die bisherigen Behandlungs- 
methoden.) Zeitschr. f. Augenheilk., Vol. LXIX, p. 283, 1929. 

(1) John has investigated the records of a large clinic in 
Vienna to determine whether tabetic optic atrophy is becoming 
less frequent and whether the cases seen at the present day are 
milder in nature and more responsive to modern anti-syphilitic 
therapy. Evidence for these possibilities has been advanced on 
good authority. 

The author has investigated the records for four non-consecu- 
tive years, each year representing a different phase in the 
changing methods of treatment in syphilis, the years chosen 
being 1905, 1910, 1920 and 1925. In all 83 patients (including 
14 women) were treated during these years, the numbers per year 
being fairly evenly distributed. In 1905, potassium iodide was 
the only treatment given; the same treatment was also given to 
the patients in 1910, except in one case where mercury was used. 
In 1920, three patients had endo-lumbar salvarsan treatment; 
three were given malaria, and three more only potassium iodide. 
More varied combinations were employed in 1925; two patients 
had malaria together with salvarsan treatment; another had this 
treatment together with eight suboccipital injections of air; endo- 
lumbar and intra-venous injections were given in one case; in 
another, injections of salvarsan and phlogetanin; mercury and 
salvarsan was employed in one patient and Mirian strychnine in 
another. 

The author concludes that on the whole there is no evidence 
that tabetic atrophy has assumed a milder form in recent years, 
but it is noteworthy that amongst the cases seen in 1920 and in 
1925 there is not a single one that had been treated in the first 
instance for syphilis by the modern therapy of salvarsan and 
mercury. This is rather puzzling in view of the fact that the 
number of cases of optic atrophy does not seem to have declined, 
as it should have done if salvarsan treatment, which is 
now universal, prevents the onset of optic atrophy. As far as 
therapy in established atrophy is concerned, the author 
finds that the cases treated with potassium iodide only, did best. 
There is certainly no evidence of the more recent methods having 
exercised a favourable influence on the course of the affection. 
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(2) Jaensch, P. A. (Breslau).—The treatment of tabetic optic 
atrophy. (Zur Therapie des tabischen Sehnervenschwindes. ) 
Zeitschr. f. Augenheilk., Vol. LXXI, p. 12, 1930. 

(2) Jaensch reports on the results obtained in 18 cases of 
tabetic optic atrophy treated by the Swift-Ellis method, and in 
7 cases treated by malaria in combination with salvarsan or 
bismuth. 

Treatment by the Swift-Ellis method consists in withdrawing 
a small quantity of blood from the patient, one hour after the 
injection of salvarsan. This blood is then centrifugalized, diluted 
with physiological saline solution, and, after withdrawing 10 c.c. 
cerebrospinal fluid, injected into the spinal theca (on the day. 
following the salvarsan injection). The 18 cases thus treated are 
classified in three groups, according to the results obtained. In 
the first group of seven all the patients became blind, the blind- 
ness developing in periods ranging between two and twenty-seven 
months. In the second group also of seven cases, the progress 
was not so disastrous ; four cases showed stationary central vision, 
though the field was shrinking ; in the remaining three both fields 
and central visual acuity were failing. As these cases were under 
observation for a period ranging from four months to no more 
than two years, one must avoid dogmatic conclusions. The 
third group consists of four cases, in two of which visual acuity 
became better under treatment, in one both visual acuity and 
field improved somewhat, and one case relapsed after improve- 
ment. The author holds that as the majority of cases were 
saved from total blindness, there is some value in this method of 
treatment, and that there is a good deal to be said for a measure 
which aims at breaking through the ‘‘ haemato-encephalic 
barrier ’’ which bars the action of salvarsan injected intravenously. 

Of seven cases treated by malaria the results were so 
unsatisfactory that in the author's opinion, it is doubtful whether 
it is justifiable to try it on other patients. 

Looking back on older cases Jaensch believes that the least 
unsatisfactory results are probably obtained in cases where there 
had been little or no treatment at all. Treatment with potassium 
iodide and bismuth rather than the more elaborate recent 
methods—methods._ that are by no means free from danger— 
seems to be the better procedure. Apparently it is possible to 
influence the Wassermann reaction of blood and cerebro-spinal 
fluid without in the least influencing the course of the nerve 
atrophy. ‘‘ The observations on our patients show up with 
merciless clearness the impotence of our therapeutic measures.” 
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(3) Terson, A. (Paris).—The preferable treatment of spontaneous 
entropion of the lower eyelid. (Le traitement de choix de 
Yentropion spontané de la paupiére inférieure avec 
remarques pathogéniques) Ann. dOcul., Vol. CLXV., 
p- 89, 1929. 

(3) Terson prefers this designation for all the cases of 
entropion which do not fall under the heading of cicatricial. The 
patient shows usually the signs and appearances of age, but the 
lid margin is usually healthy, firm and elastic. It almost always 
affects the lower lid alone. Reference is made to various 
palliative methods of treatment, as by a rubber attachment to the 
spectacle frame, by adhesive strapping, collodion, and by a 
special adhesive elastic band; also to operative methods including 
that of shortening the lower lid as for ectropion. With this 
latter, Terson disagrees, as he has usually found the lid margin 
in good condition and not elongated and relaxed as is the case in 
senile ectropion. He recommends the method of Weekers, of 
Liége (Arch. d’Ophtal. January, 1928,) of injection of 80% 
alcohol subcutaneously into the lower lid. After anaesthetization 
with 2% novocaine, 1 c.c. or slightly less of 80% alcohol is 
injected subcutaneously along the lower lid, but with care to 
avoid the skin itself from beneath, and also without injecting the 
nasal quarter of the eyelid, so as to avoid interference with the 
lacrymal canaliculus. In order to obtain a more marked effect, 
2 parts of iodine per 1,000 may be added to the 80% alcohol. A 
smaller dose than 1 c.c. is advisable in young patients. 


HumpuHrey NEAME. 


(4) Safar, Karl (Vienna).—The treatment of blepharospasm and 
spasmodic entropion by injections of alcohol. (Alkohol- 
injectionen zur Behandlung des Blepharospasmus und des 
spastischen Entropion). Zeitschr. f. Augenheilk., Vol. LXXI, 
p.. 135, 1930. 

(4) Safar reports the successful use of alcohol injections in 
two cases of severe blepharospasm and in two cases of spasmodic 
entropion. This method of treatment has been strongly 
recommended by Belgian writers and Safar supports their claims. 

Injections of alcohol being painful, a preliminary injection of 
novocaine should be made a few minutes before injecting the 
alcohol. For spasmodic entropion 1°5—2°0 c.c. of 4 per cent. 
novocaine and 1°0—1'5 c.c. of 80 per cent. alcohol should be used. 
The injection should be made not subcutaneously but into the 
substance of the orbicularis muscle, ensuring this by having the 
needle near the periosteum. For blepharospasm, both the upper 
and lower portions of the orbicularis have to be injected, and it 


J 


THERAPEUTICS 43 
is also advisable to inject the temporal margin along the orbit 
to block the orbital branches of the facial nerve. Double 
quantities have, of course, to be used. The preliminary injection 
of novocaine may not succeed in altogether blocking out 
the burning sensation produced by the alcohol. Oedema of the 
lids, lasting for a few days, is likely to follow. 

ARNOLD SoRsBY. 


(5) Perrin, R. (Lyon).—Subconjunctival injections of neutra 
sulphate of atropine, in ocular therapeutics. (Injections 
sous-conjonctivales de sulfate neutre d’Atropine en Théra- 
peutique oculaire). Arch. d’Ophtal., November, 1929. 


(5) Perrin’ finds that atropine is more effective as a 
mydriatic when injected subconjunctivally than when instilled 
into the conjunctival sac. He employs a solution of 0°5 per cent. 
strength: of this he injects one drop, to two drops as a maximum, 
in adults, and half a drop in children. 

Eight days should elapse before a second injection is 

administered. Perrin has frequently given three and sometimes 
four injections, but thinks that it would seldom, if ever, be 
necessary to exceed this number. 
. In ulceration of the cornea, especially of an infected kind, in 
severe keratitis and in iritis, when it is important to dilate the 
pupil quickly, and when atropine instilled has failed to do so, a 
subconjunctival injection will frequently prove effective. In 
patients, especially old people, in whom there is a real danger of 
hypertonus developing, or where it may be present, this treatment 
is, of course, unsuitable. 

In children in whom the continued instillation of atropine 
excites chronic irritation and eczema of the lids, the drug may be 
safely applied by injection. 

Perrin has had no cases of serious toxic manifestations; in a _ 
few instances some transient dryness of the tongue and pharynx 


has been noted. 
J. B. LAawrorp. 


(6) Loffler, J.and Wellisch, E. (Vienna).—The therapeutic value 
of diathermy in diseases of the eye. (Ueber den Heilwert 
der Augendiathermia). Klin. Monatsbl. f. Augenheilk., Bd. 
LXXXIII, S. 285, 1929. 

(6) The greater part of the literature on the effect of medical 
diathermy on the eye is taken up with treatment of diseases of 
the lids, conjunctiva, cornea, and iris. Loeffler and Wellisch have 
published a paper on their results in the application of this 
method of treatment to the posterior segment of the eye. They 
use Kowarschik’s electrode and apply doses from 0°2 to 0°3 
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ampéres for ten minutes initially, and gradually increase the 
length of exposure up to twenty minutes. They claim good 
results with this method of treatment in a large variety of cases. 
The cases annotated are 31 in number, and the observations — 
lasted for a year, treatment being given daily or every second 
day over a period embracing up to forty treatments. The 
diseases treated included retro-bulbar neuritis (a case of which 
was due to multiple sclerosis), optic atrophy due to tabes, 
retinitis, choroiditis, and vitreous opacities. In glaucoma, the 
clinical type of which is not mentioned, the vision and central 
field were improved in three out of five cases, while in two cases 
of chronic inflammatory glaucoma no good resulted. Vitreous 
opacities are said to be absorbed in acute inflammatory and 
traumatic cases. In a case of pituitary tumour after operation 
the fields were improved, but the vision remained stationary. 
Improvement was also said to be obtained in a case of high 
myopia with fundus changes. The cases quoted are not given 
in sufficient detail to allow serious criticism, and judging from 
their general conclusions it may be that the authors are somewhat 


enthusiastic. 
W. S. DuKe-ELDeErR. 


II.—PATHOLOGY 


(1) Cushing, Harvey (Boston) and Bailey, Percival (Chicago).— 
Hemangiomas of cerebellum and retina (Lindau’s disease.) 
Arch. of Ophthal., September, 1928. ’ 

(1) Cushing and Bailey's paper is of importance in that it 
helps to clarify our conceptions of angiomatosis of the retina. 
Coats’ disease and von Hippel’s disease are the usual names 
by which these changes are designated, but Lindau in 1926 
showed that in some cases these retinal changes are associated 
with (1) the presence of angioblastic cysts in other parts of the 
central nervous system, notably. the cerebellum, (2) the presence 
of cysts in the kidney and pancreas and (3) the development of 
hypernephromata and tumours of the suprarenal glands. This 
syndrome is known as Lindau’s disease and 20 cases have been 
recorded. The details of Cushing and Bailey’s case, the twenty- 
first, are briefly as follows :—On December 8, 1922, a male, aged’ 
30 years, entered the Brigham Hospital, complaining of 
suboccipital headache. A diagnosis of cerebellar tumour was 
made from the presence of nystagmus, Rombergism, unsteadi- 
ness of gait, etc. and at operation a small cyst was discovered 
lying superficially at about the level of the foramen magnum and 
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easily removed. It contained within its wall a small vascular 
nodule which proved to be a haemangioblastoma. At this time, 
fundus examination revealed a questionable papilloedema and 
one observer noted, without mention of the eye involved, that 
there was an enormous vein which ran downward in a 
very tortuous course towards the lower retina. In March, 1928, 
the patient complained of failing vision in the left eye, and an 
abnormal artery was found to accompany the enlarged vein in its 
course downwards, there were also extensive proliferative 
retinitis, and defects in the field. The vessels were traced into a 
large rounded nodule of pinkish colour, with fibrous tissue on its 
superior margin, and its surface covered with numerous small 
blood vessels. Cholesterin crystals were present. In the right 
eye the only abnormality was the smallness of the arteries. In 
commenting on this case the authors note that an ophthal- 
mologist who finds angiomatosis of the retina, should realize the 
need of looking for cerebellar symptoms, since a cerebellar 
tumour of like sort, most favourable for operation may be 
co-existent. It is gratifying to note that on looking through the 
literature of angiomatosis retinae, they found that the true nature 
of the disease was first recognized by Treacher Collins in 1894, 
who called attention to the familial character of the disease and 
pointed out that the essential lesion was a capillary naevus, whichin 
places had undergone cystic degeneration. It is essential to our 
conception of the disease, that its neoplastic, though benign 
nature should be realized since the secondary changes of 
reactive gliosis, iridocyclitis, separation of the retina and 


glaucoma serve ultimately to conceal the nature of the primary 
lesion as in cases of Coats’ disease. 


F. A. W-N. 


(2) Federici, E. (Siena).—A rare case of episcleral granuloma 
due to a new mycotic species. (Rare granuloma episclerale 
dovuto ad nuova specie micotica.) Boll. d’Ocul., October, 
1929. 

(2) An account of an episcleral granuloma which followed an 
injury with a dry twig of gorse. On removal and microscopic 
examination the mycelium of the mould ‘“ sporormiella 


macrospora ’’ was found as the causative agent. 
L. Paton. 


(3) Mariotti, Cesare (Bologna).—The clinical aspects of ocular 
tuberculosis. (Gli aspetti clinici della tubercolose oculare.) 
Boll. d’Ocul., October, 1929. 

(8) A long and comprehensive monograph, in which the 
author has made an attempt to give a complete résumé of the 
tuberculous affections of the eye, and its neighbouring parts. 
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Methods of diagnosis and suitable therapeutic measures are full 
discussed, and numerous cases from his own Clinic are cited - © 
full details of course and treatment. The paper is some — 
sparsely illustrated. 

The difficulty of making an assumed diagnosis of tubercle into 
a certain one is, of course, a matter of common experience, and 
we cannot say that in every case cited this difficulty has been 
completely overcome. Nevertheless, the author has always taken 
care to furnish such evidence in support of his diagnosis as it is 
possible to obtain by clinical and laboratory methods. For 
instance, by routine X-ray examination of the chest he found that 
out of his 120 cases, 90 showed definite evidence of lung tubercle. 

The paper is divided into two parts, a special part in which 


_ the lesions met with in the different regions are described, with 


appropriate cases—and a general part which deals chiefly with 
diagnostic methods and their relative value, and_ with 
therapeutics. 

L. Paton. 


IIIL.— BIOCHEMISTRY 


(1) Tassman, I. S. and Karr, W. G. (Philadeiphia).—Gluta- 
thione in the crystalline lens. Arch. of Ophthal., October, 
1929. 


(1) The normal lens when treated with 5 per cent. sodium 
nitro-prusside and a drop of ammonia solution, turns a decided 
red, whereas the reaction is negative in those parts of the lens 
which are cataractous. The reaction is due to the presence of 
cysteine, an amino-acid which on oxidation becomes cystine and 
so inactive to the nitro-prusside test. The oxidation-reduction 
process is reversible. It is probable, that neither acid exists in a 
free state in the tissue, but is combined with glutamic acid in the 
form of glutathione, a dipeptide which has been found by 
Hopkins in various parts of the body and can undergo the same 
oxidation-reduction changes as the acids themselves. Since the 
presence of this substance is thought to be essential to efficiently 
functioning cells, Tassman and Karr thought it would be 
interesting to find out its quantitative presence in the normal and 
in the cataractous lens. In the normal lens of the pig, it was present 
to the extent of 0°296 per cent., while in the cataractous lens of 
human beings, it was entirely absent. No definite reason can as 
yet be given for this finding, but it is suggested that increased 
permeability of the capillaries and changes in the permeability of 
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the lens capsule would permit deleterious substances to come into 
‘ eptact with the lens and disturb the normal state of activity of 
glutathione. 
(he authors appear to be unaware that similar observations on 
the crystalline lens were made previously by Miss Dorothy Adams 
(Proc. Roy. Soc. B.98,244, 1925). 


F. A. 


(2) Mehlhose, K. (Giessen).—The blood sugar content in cata- 
ract. (Der Blutzuckergehalt bei Starpatienten.) Klin. 
Monatsbl. f. Augenheilk., Bd. LXXXIII, S. 97, 1929. 


(2) Mehblhose reports observations upon the blood sugar of a 
group of 50 patients suffering from cataract, whose ages range 
from 34 to 79 years. On admission to hospital the urine was in 
each case sugar-free. The blood sugar, which was estimated by 
a modification of the Bang test, averaged 0°078 grms. per cent. 
A high sugar (greater than 0°12 grms. per cent.) was present in 
only three patients. The sugar tolerance test made in ten 
subjects, when 50 grms. of sugar were given after a period of 
starvation and the blood sugar estimated one and a half hours 
later, showed an average of 0°13 and returned to 0°061. 

The results of this estimation tend to show that a diminished 
sugar tolerance is rare in cataractous patients. The author fails 
to agree with Malkin and Krassikot who found a hyperglycaemia 
from 35°7 to 57°9 per cent. in people with senile cataract, or with 
Baldwin and Bartels who found a blood sugar greater than 
0°12 grms. per cent. in 75 per cent. of cataractous patients 
examined. On the other hand, they supported the conclusions of 
Langlands who found hyperglycaemia in only 15 per cent., of 
patients with senile cataract, and his figures approximate more 
closely with those of O’Brien and Myers who obtained the still 
lower figures of 5°5 per cent. 
W. S. Duxe-Exper. 


IV.—SCLERA 


Terrien, F. and Favory (Paris).—Circumscribed abscess of the 
sclera. (Des Abscés circonscrits de la Sclérotique). Arch. 

d@ Ophtal., November, 1929. 
Terrien and Favory hold that in comparison with diffuse 
inflammation of the sclerotic (tenonitis) with or without 
suppuration, localized suppurative inflammation of staphylococcic 
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origin is rare, and only in recent years has it been recognized as 
a separate type and carefully investigated. They exclude from 
this group all cases occurring in connection with wounds, 
accidental or operative, and cases of tuberculous origin. 

Two types occur, distinguishable by their position and 
severity: an anterior in which the focus of inflammation is in 
the neighbourhood of the limbus, and a posterior; the latter 
being the more serious owing to the frequent involvement of | 
deeper structures. 

The authors give clinical notes of three cases, the ages of 
the patients being 14, 16 and 22 years, and refer to others 
recorded by Morax, Dupuy-Dutemps and others. In nearly all 
the examples on record a purely staphylococcal origin was 
established ; in one instance a pneumococcus was also present. 
In the ‘‘ posterior ’’ type of case extension of inflammation into 
the orbital cellular tissue is the rule; involvement of important 
structures usually follows, evidenced by oculo-motor paralysis 
and papillitis, Gross defect of vision may result and may be, 
though it seldom is, permanent. In one of the authors’ cases 
detachment of the retina was a late development, its site corres- 
ponding exactly to that of the episcleral abscess. 

Though there is frequently a history of suppuration in other 
parts of the body preceding the onset of the scleral inflammation, 
the source of infection of the eye cannot always be determined. 
One of Terrien’s patients had had a whitlow on his thumb three 
weeks previously ; another had had a series of boils for some 
months before admission. 

J. B. Lawrorp. 


V.—GENERAL MEDICINE 


(1) Velhagen, K. (Halle).— Oculogyric crises and _ sleep. 
(Schauanfalle und Schlaf. Klin. Monatsbl. f. Augenheilk., 
Bd. LXXXIII, S. 169, 1929. 

(1) Several cases have been reported showing peculiar disturb- 
ances of the ocular muscles following epidemic encephalitis. 
Velhagen reports his observations on a series of eight cases which 
showed a peculiarity of this nature. The symptom complex involved 
in each case, is lethargy (or occasionally pathological insomnia), 
irritability, headaches, and a transformation of the general 
character and disposition, associated with disturbances of the 
muscles of the eye. These disturbances are characterized by 
spasmodic movements by which the eye-balls are turned upwards 
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and inwards to a maximal degree, while the lids remain 
open. The spasm sometimes lasts for several hours, and 
the patient is completely unable to bring about voluntary 
release. They occur without apparent reason, although 
fixation of a near object tends to bring them on. No 
abnormality in the function of the ocular muscles when the 
spasm was not in evidence could be discovered, and the fundus 
and the vision in each case were normal; the only other patho- 
logical accompaniment was a paralysis of the accommodation in 
one case which, it will be noted, is a common sequela of 
encephalitis. A curious associated phenomenon is the occurrence 
of deep sleep after the spasm has developed, and while the 
patient is asleep, typical cataleptic symptoms may be observed, 
and headache and fatigue may follow on waking. 

The origin of the phenomenon is unknown. Since somewhat 
similar attacks or epileptiform fits may be caused by hyper- 
ventilation, Stockart concluded that the spasm was due to a 
vascular anaemia in a convergence centre in the cortex. It is 
suggested that arterio-sclerosis may- be a contributing factor, or 
syphilis, or other vascular diseases. It is characteristic that as 
time goes on the severity of the attacks increases, but the author 
concludes that hysteria does not enter into the question. He 
considers that a study of this condition may lead to valuable 
information with regard to the physiology of sleep. From an 
analysis of the symptoms he concludes that the site of the causal 
lesion is extra-pyramidal and is probably located in the region of 
the aqueduct of Sylvius. The incidence of the attack seems 
associated with the act of convergence, and he suggests that the 
lesion may be an affection in the region of the nuclei of the fifth 
nerve and of Mauthner’s sleep centre which are situated close 
together. He suggests that a connection between the two may 
be established through the medium of fibres from the oculo- 
motor muscles running along the fifth nerve into the centre for 
sleep. These theoretical deductions are based on evidence which 
is by no means conclusive, but the study of this peculiar symptom 
complex is of more than ordinary interest. 


W. S. DwuKe-E.per. 


(2) Kennedy, Foster (New York).—Ocular disturbances in 
epidemic encephalitis. Arch. of Ophthal., March, 1929. 


(2) Foster Kennedy suggests that epidemic encephalitis is 
probably not the new disease we are apt to think it is, because 
as long ago as 1718 ‘“‘ Schlafkrankheit ’’ was described by 
Carerarius, who noted the difficulty of raising the eyelids. The 
tremors, spasms and athetotic movements of the limbs which are’ 
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one of the characteristics of encephalitis are probably due to 
disease of the basal ganglia which removes the normal cortical 
control from the lower centres. Stammering, and forcible 
closure of the lids are of precisely the same nature, though © 
ptosis, often in association with a paralysis of both external recti 
is due to a direct attack on the third nucleus. Some of these 
muscular spasms are remarkably rhythmic in character and may 
affect only one eye. Thus in four of the author’s patients ‘‘ the 
regular jumping of one eyeball in one direction furnished a 
highly startling and somewhat uncanny experience.’’ All types 
of palsy and spasm may occur, with wide fluctuations in severity 
from day to day or week to week, though the commonest 
syndrome is a diminution or loss of conjugate associated vertical 
movements of the eyeballs. The appearance of Argyll Robertson 
pupil is explained by inflammatory processes attacking the fibres 
connecting the colliculus with the third nerve nucleus because in 
this position fibres for accommodation are almost remote. As an 
alternative lesion, there may be isolated paralysis of accommoda- 
tion which is usually bilateral. Nystagmus is almost the rule in 
acute encephalitis and may be of both cerebellar and labyrinthine 
varieties. Retrobulbar neuritis is rare but the author has seen 
one case, and he also had a series of cases which he was able to 
associate as a ‘‘ clinical encephalitic group ’’ in which the late 
occurrence of papilloedema was a constant feature. Apart from 
this group of patients who did not exhibit the general clinical 
colouring now associated with epidemic encephalitis, papilloedema 
is extremely rare. 


F. A. W -N. 


VI.—TRACHOMA 


(1) Bengtson, Ida A. (United States)—The epithelial cell 
“inclusions of trachoma. Amer. Jl. of Ophthal., August, 1929. 


(1) From the time when epithelial cell inclusions were first 
discovered by F. Prowaczek in 1907 their significance has been a 
matter of dispute, and Bengtson has undertaken this work in an 
endeavour to elucidate the significance of these bodies. Film 
preparations were examined from 230 cases of trachoma, and tarsal 
cartilages and conjunctiva from a few cases of trachoma were also 
sectioned and examined. For the sake of clearness, the author 
describes the various stages in the development of theinclusion body 
in the reverse order as follows :—(1) The first stage is that in which 
minute reddish or violet staining forms (Giemsa stain) looking like 
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small, often paired, cocci are seen emerging from the protoplasm of 
the cell. (2) This is preceded by a stage in which the small reddish 
or violet cocci lie embedded in a blue staining matrix or mantle in 
the cytoplasm of the epithelial cell. (3) Before this stage the 
structure of the mantle is less dense and may appear diphtheroidal 
or rod-like, the individual organisms being sometimes seen very 
_ distinctly. (4) In many specimens, rod-like bacteria, though few 
in number, may be found outside the cells. The author concludes 
from these observations that a rod-shaped organism enters the 
epithelial cell and begins to multiply; that the cell offers a 
mechanical resistance which causes the organisms to grow in a 
densely packed mass and that eventually it forms aferment, possibly 
lysozyme, which causes lysis of the invading bacteria, reducing 
them to a débris of fine reddish staining coccoid forms. In sections 
of conjunctiva, groups of rod forms have been found sometimes 
in dense masses and associated with bodies giving a bipolar stain- 
ing reaction. Gram-negative rod-shaped organisms were cultured 
from the conjunctivae of trachomatous patients and injected at 
various times into the conjunctivae of a number of guinea pigs. 
Preparations made within a day or two of inoculation showed 
enormous numbers of the pink staining coccoid bodies while the 
organisms originally introduced were comparatively few in number 
and stained feebly with Giemsa. The inference, therefore, was that 
the original rod-shaped organisms had been converted into these 
reddish staining coccoid bodies—the so-called elementary body of 


Prowaczek. 
F. A. W-N. 


(2) Trapesontzewa, C. (Moscow).—Le virus du trachome, est-il 
un virus filtrant? Rev. Internat. du Trach., Avril, 1930. 


(2) In studying the effects of the inoculation of the conjunctiva 
of monkeys with fresh material obtained from an undoubted and 
active case of trachoma (Stages I or II) Nicolle, Cuénod and 
Blaizot, have shown that it is not only necessary to obtain a 
susceptible species, macacus innuus, but also as a preliminary to 
note that sterile scarifications do not result in the development of 
a folliculosis.’ Under these conditions the authors found that a 
condition indistinguishable from human trachoma could be 
produced not only by the inoculation of fresh material but also by 
the inoculation of material which had been passed through a 
Berkefeld V filter. In fact they believe that the active principle 
of trachoma infection is contained in a filtrable virus. 

Madam C. Trapesontze va, who is a biologist, has experiment- 
ally inoculated the conjunctiva of six human beings with material 
from trachoma cases which had been passed through a special 
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filter, impermeable to micro-organisms, which she obtained from 
Germany. The persons experimented on were blind, except in 
one case, and permission for the experiment was obtained either 
from them or from their parents. Their ages were 6, 7, 14, 22, 52 
and 55 years. 

The inoculation was made either subconjunctivally or as drops 
on the scarified conjunctiva. All the cases remained under 
observation for a period of not less than six weeks, without reveal- 
ing any sign of trachoma. There appears to be no reason to 
doubt that the material used actually came from cases of trachoma. 

The authoress then obtained the assistance of some well-known 
ophthalmic surgeons for the purpose of submitting herself to 
experiment. This was carried out in three stages. First 0°4 c.c. 
of filtrate was injected subconjunctivally under the upper lid. As 
there was no particular result a fortnight later the other eye was 
inoculated, the lower conjunctiva being scarified, and filtered 
trachoma material dropped on into the lower fornix; after this 
0°4 c.c. of filtrate was injected under the lower conjunctiva. Again 
no permanent result was obtained after a month, and further 
inoculation in the eye last attacked was carried out by subconjunc- 
tival injection, scarification and instillation of trachoma filtrate. 
Six months after the last experiment the authoress’s eyes were 
examined by two professors of ophthalmology and pronounced to 
be healthy. 

The endurance of the distinguished authoress and her belief in 
the non-filtratability of the trachoma virus are remarkable. 

It is, however, necessary to remind her that of the stages of 
trachoma, T. IV is never contagious, T. III only occasionally 
contagious, T. II frequently contagious, while T. I is par excell- 
ence the stage from which all inoculations should be made, as heré 
cell degeneration with its accompanying chemical changes has not 
yet begun. 

A. F. MacCa.ian. 


(3) Talbot (Annam).—Trachoma in the schools of the Oasis of 
Gabés, Southern Tunis. (Le Trachome dans les Ecoles du 
Groupe d’Oasis de Gabés (Sud Tunisien). Rev. Internat. du 
Trach., July, 1930. 

(3) The area over which Talbot’s observations ranged has a 
population of about 15,000 natives and 1,000 Europeans. 

He examined the children in two French schools, containing 
309 children (226 girls, 83 boys), and four Franco-Arabic schools 
with 1,097 children (23 girls, 1,074 boys), a total of 1,406 pupils. 

In his statistical report Talbot adopts (and advocates) 
MacCallan’s well-known classification of cases into four groups. 
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He gives detailed statistics, but it will suffice to note that in the 
French (European) schools the percentage of trachoma cases was 
349 among the boys and 30°56 among the girls. In the Franco- 
Arabic schools, containing a large preponderance of boys, the 
percentage for both sexes was 53. 

Some points of interest emerge from examination of the age of 
those affected. In the Franco-Arabic schools the number of 
children below the age of five is negligible ; of 746 trachoma cases 
56°1 per cent. were between 5 and 10 years, and 40°9 per cent. 
between 10 and 15 years. The author interprets these figures as 
indicating that familial (7.e., before school attendance) contagion 
is responsible for the majority of cases and that contagion at school 
is exceptional. This is probably attributable to precautionary 
measures now in force in the schools. 

Talbot devotes considerable space to the consideration of the 
spontaneous recovery of trachoma and his observations are gener- 
ally in accord with those of Meyerhof, Morax and others, who 
hold that spontaneous recovery without treatment, is not 
uncommon. It is seen, however, more frequently in infantile cases 
than in those arising in adolescents and adults. 


J. B. Lawrorp. 


(4) Dwijkoff, P. P. and Lewkoewa, E. F. (Moscow).—The 
cytology of the conjunctiva in trachoma and the patho- 
genesis oftrachoma. (Zytologie der Bindehaut bei Trachom 
und die Probleme der Pathogenese derselben). Zeitschr. f. 
Augenheilk., Vol. CXXI, p. 313, 1930. 

(4) Dwijkoff and Lewkoewa have investigated the cytological 
reaction of the conjunctiva in trachoma by studying smears 
obtained from the trachomatous conjunctiva after scratching the 
tarsal conjunctiva and the tornices with a blunt scalpel. As 
controls other conjunctival affections were utilized; all stages of 
trachoma were investigated, and each stage was found to have 
characteristics of its own. They could find no definite evidence of 
any inflammatory process, the dominant cells being lymphoid 
cells and lymphoblasts in various stages of development. They 
argue that trachoma is not an inflammatory but an hyperplastic 
process, the new formation being of the lymphoid group. The 
existence of the hyperplastic process is further supported by the 
evidence the authors have seen of the formation of erythrocytes 
and myelocytes in addition to the lymphocytes. The process is, 
therefore, not of the type of lymphoid reaction to a foreign body ; 
rather is the trachomatous process analogous to leukaemia. 
Plasma cells are only a concomitant feature in this process, being 
developed from lymphocytes, whose own development goes on 
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unchecked during all the stages of trachoma. In other conjunctival 
affections there are no such changes as are demonstrated by this 
method of investigation, which may, therefore, be used for 
differential diagnosis. 

ARNOLD SorsByY. 


(5) Aust, O. (Vienna).—Contributions to trachoma research— 
Inclusion-infection, inclusion-blenorrhoea, swimming-bath 
conjunctivitis and their relationship to one another, 
(Beitrage zur Trachomforschung — Einschlussinjection. 
Einschlussblenorrhoea, Schwimmbad-conjunctivitis und ihre 
Beziehungen zueinander). Arch. f. Ophthal., Bd. CXXIII, 
No. 1. 

(5) This is a clear and interesting exposition of an intricate 
subject within 46 pages. In view of the enormous amount of 
literature on trachoma and allied conditions and, for most of us, 
the impracticability of going through it, this paper is well worth 
reading. 

Aust sums up his investigations as follows :— 

The inclusion-infection of genital origin of the eye in adults 
is a disease of several months’ duration, which, even in 
untreated cases, has not till now led to development of pannus 
and scars. 

It is the benign course of the disease that distinguishes it from 
trachoma. 

In most cases inclusion-infection is derived from one’s own 
genitals. Therefore, wherever inclusion-blenorrhoea of the new- 
born occurs, probably a corresponding number of infections in the 
adults could be proved. But the absolute frequency of its 
occurrence in individual countries depends not only upon the 
number of cases of inclusion-blenorrhoea and genital inclusion- 
infection, but also on the standard of hygiene of the people of 
those countries. 

It has in common with inclusion-blenorrhoea not only its causal 
agent but also its clinical behaviour and benign course. The 
inclusion-infection (of the adults), inclusion-blenorrhoea and 
genital inclusion-infection together constitute Lindner’s group of 
‘* genital trachoma.”’ 

Swimming-bath conjunctivitis is the term applied to acute 
follicular inflammations seen after using public baths and 
occurring both sporadically and endemically. Neither clinically 
nor aetiologically is it a specific pathological entity. Aetiologic- 
ally, at least, two sources come under consideration ; one of these 
is the inclusion-virus of genital origin. The vast majority of acute 
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follicular inflammations arising from the use of public baths are 
due to noxious agents other than the inclusion-virus; the cases in 
which the inclusion-virus occurs are distinguished by a severer 
course of the disease. 

The occurrence of inclusion-positive cases after using public 
baths denotes nothing more than one of the possibilities of infec- 
tion due to the original localization of the virus. They are to be 
designated inclusion-infections, as they, in contrast to swimming 
bath conjunctivitis, constitute a clinically and aetiologically 
established independent entity. 

Hence, the general term swimming-bath conjunctivitis for acute 
follicular inflammations occurring after the use of public baths 
does not apply to inclusion-infections. 

The inferences as to the nature and significance of Prowaczek’s 
inclusion findings, derived from the clinical course of swimming- 
bath conjunctivitis, rest on false assumptions and must, therefore, 
be rejected. 

The author’s own investigations regarding swimming-bath 
conjunctivitis both microscopically and _ aetiologically have 
brought to light nothing against the standpoint of Lindner as to 
the specificity of the diseases caused by the inclusion-virus from 
the genitals. Lindner’s: assumption of the existence of two 
morphologically similar strains, which differ biologically only in 
their power to withstand the protective resistance of the conjunc- 
tiva, fully suffices to include all inclusion-infections observed till 
now under a single aetiological designation. 

D. V. Girl. 


(6) Angelucci.— Adenoids and trachoma. . (Adenoidismo e 
Tracoma) Arch. di Ottal., December, 1929. 

(6) In this long paper, Angelucci sets out to prove the connec- 
tion beween the constitutional condition which shows itself in the 
enlargement of lymphatic structures in the alimentary canal, and 
trachoma. He has in the past insisted on the opposition which 
seems to exist between phthisis and trachoma, and here deals with 
a condition which is favourable. 

He brings forward a large amount of evidence showing that 
children suffering from trachoma are’ improved and sometimes 
completely relieved, by the treatment of adenoids. 

The paper, which cannot easily be condensed, is in effect part of 
Angelucci’s thesis on the importance of constitutional states in the 
production of local maladies. 

HaROLD GRIMSDALE. 


| 
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VII.—LACRYMAL APPARATUS 


(1) Kofler, K. (Vienna).—Some anatomical peculiarities and 
variations from the normal in the bony structure of the 
region of the lacrymal sac. (Ueber einige anatomische 
Details und Varietaten im Knéchernen Aufbau der Tranen- 
sackgegend). Zeitschr. f. Augenheilk., Vol. LXVII, p. 151, 
1929. 


(1) In an article clearly illustrated by five plates containing 19 
diagrams, Kofler discusses the vagaries observed not only in the 
size and structure of the lacrymal bone, but also in the surround- 
ing bony area. The lacrymal bone itself, whilst not showing any 
racial characteristics, exhibits great individual variations. It has 
been observed to be completely absent : it is frequently segmented, 
suggesting a multiple origin. Some of the variations discussed 
have a practical bearing on operative interferences in this region, 
and those interested are referred to the original article, which does 
not lend itself readily to summarizing. 

ARNOLD SORSBY. 


(2) Beauvieux (Bordeaux).— Concerning extirpation of the 
lacrymal sac. (Apropos de |’extirpation du Sac lacrymal). 
Arch. d’Ophtal., April, 1929. 

(2) ‘‘ The procedures for extirpation of the lacrymal sac are 

legion.’’ Despite this statement Beauvieux describes the method 

which he practises. In essentials it varies but little from that 
generally adopted; he emphasizes the necessity of attention to 
certain details, to ensure a wholly satisfactory result. Effective 
haemostasis is essential: ‘‘ With haemorrhage in the wound, the 
operation is inelegant, always incomplete and badly executed.’’ 
Methodical and deliberate dissection of the sac is equally 
indispensable, any fragment of mucous membrane left in the 
wound means later trouble in the form of small abscesses or 
pockets of pus, or even infection of cellular tissue. Beauvieux 
employs a small gouge (shown in a woodcut) for all the steps of 
the operation except the final division of the pedicle of the sac in 
the nasal duct: this should be as far down the canal as possible, 
and should be followed by curetting the wall of the duct. 

Drainage of the lacrymal fossa is useless, except in cases in which 

there has been infection of the tissues surrounding the sac. Two 

or three stitches are inserted and primary union is the usual 
result. 

The site and extent of the skin incision, and the succeeding 
steps of the operation are shown in a series of five illustrations. 


J. B. Lawrorp. 
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(3) Duverger, R—Technique for the avoidance of haemorrhage 
during removal of the lacrimal sac. (Technique pour éviter 
l'hémorragie pendant l’opération du sac lacrymal). Arch. 
Ophtal., November, 1929. 

(3) After discussing the methods advocated by various 
surgeons, Duverger describes the procedure which he has 
followed in the last 50 cases; ‘‘ it has always proved effective, 
suppressing haemorrhage completely.’’ 

Ten minutes before operating and after dilatation of the lower 
canaliculus, Duverger injects, as deeply as possible, into the 
lacrymal sac, a solution containing chlorhydrate of cocaine 10 per 
cent., 0°25; solution of adrenaline (I—1000), 0°75; methylene blue 
1 per cent., 2 drops. 

The injection is repeated three or four times, washing out 
gradually the muco-pus contained in the sac; the latter finally 
remains filled with solution and lightly coloured blue. 

The delay of ten minutes is essential; during that interval the 
adrenaline penetrates deeply and devascularizes the area of opera- 
tion. If no large vessel is cut, the operation can be completed 
‘** almost dry ’’ and with perfect accuracy, the outlines of the sac 
being well defined by the coloured fluid therein. 

The author states that he has had no case of secondary - 
haemorrhage. This method is not well adapted for cases in which 
there have been repeated attacks of pericystitis, or for tuberculous 
cases. There is no mention of toxic disturbance following the use 


of cocaine. 
J. B. Lawrorp. 


VIII.—_MISCELLANEOUS 


(1) Cosenza, Giovanni (Firenze).—A case of chronic inflamma- 
tion and symmetrical cystic dilation of the meibomian glands. 
(Un caso di infiammazione cronica e dilatazione cistica 
simmetrica delle ghiandole del Meibomio). Boll. d’Ocul., 
November, 1929. 

(1) In this case the glands of the outer third of each upper lid 
were affected, and the cause was found to be an infection with the 
bacillus of Friedlander, of which a pure culture was obtained. 


R. A. GREEVES. 


(2) Bardelli, L. (Florence).—Allergic conjunctivitis. (Congiun- 
tiviti Allergiche). Boll. d’Ocul., October, 1929. 

(2) Bardelli unites under this name a group of conjunctival 

affections, resulting from a peculiar reaction to certain stimuli of 
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the adenoid layer of the conjunctiva. These arise after a variable 
period of sensitization, and disappear quickly on removal of the 
irritant. He has had occasion to observe various groups of cases 
in which the condition was set up by different causes, viz. one 
group due to a hair dye containing a diamido-benzine, one due to 
certain drugs, such as atropine and eserine, and lastly a group 
associated with the presence of molluscum contagiosum on the 
eyelid border. 
R. A. GREEVES. 


(3) Bietti, Giambattista (Bologna).—Histological researches 
and technical observations on tattooing of the cornea with 
platinum chloride, silver nitrate and gold chloride + silver 
nitrate. (Ricerche istolgiche e osservazioni tecniche sul 
tatuaggio dell cornea con cloruro di platino nitrato d’argento 
ecloruro d’oro + nitrato d’argento). Boll. d’Ocul., November, 
1929. 


(3) After a brief résumé of the methods of tattooing the 
cornea, Bietti gives his own experiences with various prepara- 
tions, and describes the results of his microscopical investigations 
_ in cases where each of them has been used. 


R. A. GREEVES. 


(4) Mariotti, Cesare.—Metastatic abscess of the optic nerve. 
(Ascesso metastatico del nervo ottico). Boll. d’Ocul., October, 
1929. 


(4) Full clinical and microscopical details of the case are 
given. The primary focus of the infection was an abscess in the sole 
of the left foot, and this had caused a metastatic leptomeningitis. 


R.A. GREEVES. 


BOOK NOTICES 


Kurzes Handbuch der Ophthalmologie. Edited by F. SCHIECK 
and A. BRUCKNER. Vol. III. Pp. 745, 454 illustrations. 
Berlin: Julius Springer. 1930. 134 marks. 

The third volume of the Kurzes Handbuch der Ophthalmologie is 
devoted to the orbit, the nasal sinuses, the lids, lacrimal apparatus, 
and the ocular muscles. In general terms it may be said that it 
maintains the standard set by its predecessors in the wealth of. 
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detailed clinical information which it presents, abundantly illustrated 
and well annotated with references to the literature. Birch- 
Hirschfeld, of Kénigsberg, provides the section on diseases of the 
orbit, which deals seriatim with displacements of the eyeball, 
circulatory disturbances, inflammatory diseases, parasites, tumours, 
and injuries. Over 100 pages with 73 illustrations are devoted 
to the clinical pathology of the nasal sinuses by Dr. Linck, of 
Greifswald, and although much of the subject matter might be 
considered out of the usual practice of the ophthalmic surgeon, its 
value in a book of reference is undoubted. The diseases of the lids 
are described by Dr. Léhlein, of Jena, and those of the lacrimal 
apparatus by Dr. Meisner, of Greifswald. In both of these the 
interest is somewhat lessened by the almost complete lack of 
guidance in the treatment, which is to be described separately in a 
special volume on operative methods to be published at a later date. 
The remainder of the volume, comprising approximately 300 pages, 
is devoted to the physiology and pathology of ocular movements. 
Professor Cords, of Kéln, deals in an extremely exhaustive manner 
with the physiology of the extra-ocular muscles, and the pathological 
conditions in which they figure. His treatment of nystagmus is 
profound, if somewhat laborious, for the reader is introduced to 
some 20 different varieties. This is followed by a section by 
Professor Bartels on ‘‘ The Eye and Ear,” wherein nystagmus is 
again dealt with in great detail, and which concludes with a section 
on the mutual relationship between hearing and vision and with 
the associated diseases of the ocular and auditory apparatus. Much 
of the latter part of the present volume is very specialized and is 
probably quite outside the requirements of the practising ophthalmic 
surgeon; but it provides a most thorough and detailed résumé of 
our knowledge of the subjects which it embraces, and provides an 
example of industry in authorship and artistry in publication which 
can rarely have been surpassed in the literature of any other branch 
of medicine. 


Das Augenzittern der Bergleute. By M. BERTELS (Dortmund) 
and W. KNEPPER (Essen-Bredeney). Pp. IV+49. Berlin: 
Julius Springer. 1930. Price, R.M. 6°90. 


This booklet is a plea for the investigation of miners’ nystagmus 
under its natural conditions. The authors analyse the incidence of 
nystagmus, as judged by the number of cases reported each year, 
and show that both in Germany and. in England the incidence thus 
established varies very widely and rapidly with changing social 
conditions. Thus in 1922 there were only 31 cases reported in 
Germany and people began to assume that miners’ nystagmus was 
a rapidly vanishing disease. But the changed social conditions 
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following on the boom years has brought back nystagmus to its 
former position, of being “ probably the most common industrial 
disease.”” The authors hold that it is essential to study the incidence 
of the disease as shown by physical signs revealed by an unselected 
group of miners examined in the pit itself. 

From such a study carried out in two pits and covering about 
1,700 men, they conclude that inefficient lighting was the factor 
responsible for nystagmus. They further show that the use of 
drills and other mechanical means for the breaking up of coal is 
not the cause as has been urged by some observers who attempted 
to correlate miners’ nystagmus with vestibular changes produced 
by the working of these implements. 

The Teutonic logic of the authors finds fault with the definition 
of miners’ nystagmus adopted in this country for the purpose of the 
Workmen’s Compensation Act, whch admits nystagmus without 
oscillation of the globe. To the authors this is nystagmus without 
nystagmus. Teutonic thoroughness further tilts against the fact 
that statistics of miners’ nystagmus in England during the war are 
still not available. 


OBITUARY 


Dr. Valude 


WE regret to announce the death of Dr. Valude, one of the doyens 
of French ophthalmology. He entered the clinic of Quinze- 
Vingts in 1888, where he worked untiringly until his retirement. 
Many papers from his pen appeared in the Annales d’Oculistique, 
while he wrote, in collaboration with Truc, of Montpellier, a Treatise 
on Ophthalmology, and was co-editor with Lagrange of the French 
Encyclopaedia of Ophthalmology. 


NOTES 


Mr. R. C. DAVENPORT has been elected 
Appointment, Assistant Ophthalmic Surgeon to the West 
London Hospital. 
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XIVth International THE subjects chosen for discussion at the next 
Congressof § International Congress to be held in Madrid, 
Ophthalmology in April, 1933, are:—(1) Detachment of the 
Retina—the openers to be Dr. Arruga, of Barcelona, Prof. Ovio, 
of Rome and Prof. Vogt, of Ziirich. (2) Tuberculosis of the Iris and 
Ciliary Body—The openers to be Dr. Brown, of Chicago, Dr. 
Igersheimer of Frankfort a. Main and Dr. Lagrange, of Paris. 


FUTURE ARRANGEMENTS 


1931 


January 9.—Section of Ophthalmology, Royal Society of Medicine. 

January 16.—North of England Ophthalmological Society, address 
by Mr. H. M. Traquair at the Royal Infirmary, Manchester, 
at 4 o’clock. Subject: “The Principles of Perimetry.” 

January 19.—North of England Ophthalmological Society, address 
by Mr. H. M. Traquair at the University, Sheffield, at 
4 o'clock. Subject: “Perimetry in the Study of 
Glaucoma.” 

January 20.—North of England Ophthalmological Society, address 
by Mr. H. M. Traquair at the General Infirmary, Leeds, 
at 4 o’clock. Subject: ‘‘The Value of Perimetry in the 
Localisation of certain Cerebral Lesions.”’ 

February 6.—North of England Ophthalmological Society. Joint 
meeting with the Scottish Ophthalmological Club at 
Newcastle-on-Tyne. 

February 6.—Midland Ophthalmological Society, at Leicester. 

February 13.—Section of Ophthalmology, Royal Society of 
Medicine. 

March 6.—North of England Ophthalmological Society, at 
Liverpool. 

March 13.—Section of Ophthalmology, Royal Society of Medicine. 
(Clinical Meeting). 

March 20.—North of England Ophthalmological Society, at Sheffield. 

March 31.—Midland Ophthalmological Society, at Birmingham. 

April 23-25.—Annual Congress of the Ophthalmological Society of 

the United Kingdom, in London. 


. 
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June 5.—Midland Ophthalmological Society, at Cheltenham. 

June 12.—Section of Ophthalmology, Royal Society of Medicine. 
(Annual Meeting). 

October 6.—Midland Ophthalmological Society, at Birmingham. 

December 1.—Midland Ophthalmological Society, at Birmingham. 


CONTEMPORARY OPHTHALMIC LITERATURE 


American Journal of Ophthalmology. November, 1930. 


FRIEDENWALD, J. S. Pigmentary degeneration of the retina in cerebro-spinal 
syphilis. 

CLARK. Eye changes observed in paretic patients after treatment with malaria. 

JouNs. The influence of pregnancy on the visual field. 

LLoypb. Posterior lenticonus. 

EBER. Subtentorial tumour. 

BROwN and Carris. Sight-saving class work. 

Post. Krukenberg’s spindle. 

Wotrr. A sign in differential diagnosis of lesions producing unilateral 
exophthalmos. 


Archives of Ophthalmology. October, 1930. 


WILMER. The relation of teeth to diseases of the eye. 

GIFFORD and Lazar. Inclusion bodies in artificially induced conjunctivitis. 

SAMUELS. Cystic degeneration of the retina. 

SPAETH. The Mosher-Toti dacryocystorhinostomy. 

GRINKER. ‘Tumors of the optic nerve. 

WAGENER and WELLBROCK. Benign melanoma and melano-epithelioma of the 
choroid. 

LEVINE. Paralysis of an extra-ocular muscle after spinal anesthesia. 

WALKER. Exactly appositional sutures in the cataract operation. 

DERBY. Late post-operative separation of the choroid. 

SMITH. Imbalance of the vertically acting extra-ocular muscles. 


Annales d’Oculistique. October, 1930. 


Morax and CHIAzZARO. On the resorption of metallic magnesium in the organism 
and specially in the eye. 

TERSON. Visuai hallucinations in 

Roy. Large osteoma of the orbit. 

ORESTE. The aetiology of spring catarrh. 


Archives d’Ophtalmologie. November, 1930. 


RoLvet and Lévy. Fracture of the optic canal. 

JEANDELISE and Baupot. Considerations on the treatment of spontaneous 
detachment of the retina by Gonin’s method. 

CoLraT. Stellar pseudo-retinitis and papilloedema in intracranial hypertension 
from tumour. 
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KAPUSCINSKI. Contribution to the study and development of the excavation and 
atrophy of the optic nerve in simple glaucoma. 

LEMOINE and VaLois. A form of keratitis with ephemeral manifestations. 

TouLanT. An epidemic in Algeria of acute follicular conjunctivitis. 


Klinische Monatsblatter fiir Augenheilkunde. October, 1930. 


AXENFELD. On the localisation of intra-ocular tuberculosis and juvenile 
angiopathy. 

The indications for the different operations for glaucoma. 

Dystrophies of the corneal parenchyma. 

TAKAGI and KAWAKAMI. Physiological researches on Oguchi’s disease. 
PAVKOVITS-BUGARSZKY. On the value of the sedimentation rate in diseases of 


the eye. 


Zeitschritt far Augenheilkunde. November, 1930. 


RAUBITSCHEK. The determination of astigmatism by the arrow shadow test. 
JAHNKE. Relapsing iritis of several years duration, originating in the palatal 
tons.]. 
HANSSEN. On the anatomy of sickle-shaped degeneration of the centre of the 
retina 
FISCHER. Anatomical investigation into the genesis of papilloedema. 
STOEWER. Occurrence of bilateral cataract from the unnoticed penetration of 
minute foreign bodies into the lens. 
KANTOR. The question of myopia in compositors in its national meet 
RUMJANZEWA. Papilloedema and intra-ocular tension. 


October, 1930. 


Annali di Ottalmologia e Clinica Oculistica. 


SANTONASTASO. The ocular refraction in the first years of life. 
TRETTENERO. The aetiology and pathogenesis of binasal hemianopia: a case 


produced by sun-stroke in the tertiary syphilitic. 


Archivio di Ottalmologia. August, 1930. 


GIANI. Micro-biological researches in trachoma. 

FEDERICI. Permanent changes in the cornea from the, application of diathermy. 
(Clinical, experimental and histo-pathological study). 

VeNnco. A typical syndrome in deficiency xerophthalmia. 


October, 1930. 


Bollettino d’Oculistica. 


Cuccuia. The indirect visual acuity in physiological conditions. 
QuaGLio. Clinical researches into the behaviour of the indirect visual acuity in 


certain ocular affections. 
BARDANZELLU. Local immunisation treatment in the secretory form of simple and 


complicated trachoma. 
BiETTI. Reseaiches on the ‘‘ Bacterium Granulosis (Noguchi) '’ and observations 


on its value in the aetiology of trachoma. 


MIGLIETTA. On blepharochalasis. 
FRiEDENWALD and FRIEDENWALD. The blood vessels of the retina in hyper- 


tension and in arterio-sclerosis. 
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November, 1930. 


SANTORI. Contribution to the study of tuberculosis of the lacrimal gland. 

FEDERICI. On some rare clinical manifestations of tuberculosis of the choroid. 

Rossi. Theimprovement of the visual acuity by the use of glasses. 

LuGLi. Progressive cystic new formation of the bulbar conjunctiva (dermo- epithe- 
lioma of Parinaud). 

SaLa. Contribution to the study of fibrous tumours of the lacrimal region. (A case 
of soft parasitic fibroma). 

KrEtTz. Astigmatism and ptosis. 


Archivos de Oftalmologia Hispano-Americanos. November, 1930. 


Pavia. Cholesterin crystals in the sub-retinal fluid in an atypical detachment of 
the retina. 

Soria. Biomicroscopy of the iris. 

ARRUGA. Intracapsular extraction of cataract. 

RuBio. Treatment with the galvano-cautery in aborting furuncles and styes. 


Revista Oto-Neuro-Oftalmologica y de Cirugia Neurologica. 
November, 1930. 


Van LinT. Keratitis neuroparalytica in a child of eighteen months. 
FourRNIER, MALET and DANREE. Pseudo tumour from cerebral softening. 


December, 1930. 


M. SALABERRY and Pavia. Two cases of melanotic sarcoma of the choroid. 
Pavia. Pigmentary degeneration of the retina. 
SALABERRY. Clorurage. Original method of treatment of trachoma. 


